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Department of Health. 


OF AUSTRALIA 


INSULIN 


(Commonwealth) 
is 


PURE—STABLE—ACTIVE—STERILE 


5 cc. phial of 100 units .. -. . Bh 
Set of 12 each containing 
10 units .. 5/6 


Every batch of Commonwealth Insulin is tested 
before issue and the unit employed is identical with 
the standard issued under the authority of the League 
of Nations. 


PITUITARY EXTRACT 


(Commonwealth) 
is 
physiologically standardised in accordance with the 
League of Nations Technical Conference. 


Standard Strength (for use in Obstetrics) : 
1 box of 6 ampoules, each containing 4 c.c. 4/- 


1 box of 6 ampoules, éach containing I cc. 6/- 


Double Standard Strength (for Surgical use) : 
1 box of 6 ampoules, each containing $ c.c. 6/- 
1 box of 6 ampoules, each containing | c.c. 10/- 


TETANUS ANTITOXIN 


(Commonwealth) 


The Commonwealth Serum Laboratories prepare 
anti-tetanic Serum for prophylaxis and treatment of 
the disease. 

For prophylactic purposes 1,000 to 1,500 units 
should be administered subcutaneously. To get the 
maximum prophylactic effect a second dose of anti- 


tion of the first dose. 


In treatment, very large doses of the Serum must 
be given at the earliest possible moment. 


toxin should be given one week after the administra- 


PERTUSSIS VACCINE 


(Commonwealth) 
for treatment of 


WHOOPING COUGH 


Luttinger, Freeman and Saunders have all shown 
that prophylactic vaccination against Whooping 
Cough is highly effective. It has been found that 
the vaccine used curatively— 

(1) Lessens the severity of the attack; 
(2) Shortens the paroxysmal stage; 
(3) Reduces the mortality. 


PERTUSSIS VACCINE (Plain) i is supplied in 
four strengths: (a) 50 million organisms per cubic 
centimetre; (b) 400 million organisms per cubic 
centimetre; (c) 1,000 million organisms per cubic 
centimetre; (d) 5,000 million organisms per cubic 
centimetre. 

PERTUSSIS VACCINE (Mixed) is available 
in two strengths: (a) and (b). _ 


COMMONWEALTH SERUM LABORATORIES 
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Cransartions of the Australasian Congress 
(British Medical Assnriation) 


Second Session: Dunedin, February 3 to 10, 1927 


Section [X.—Pasprarrics. 


ULTRA-VIOLET LIGHT AND CHILDREN. 


By H. GraHAMm Rosertson, C.B.E., F.R.C.S.E., 
Wellington, New Zealand. 


(Continued from page 512.) 


I again emphasize the fact that, save in a few 
well known directions, ultra-violet light replaces 
nothing and is an adjunct of varying value to tried 
and proved remedies, therapeutic and surgical. In 
the former class, let me instance rickets. It has 
been shown that ultra-violet light alone, with co- 
existent unfavourable dietetic conditions, can cure 
developing rickets. Let me mention here that in 
Vienna they consider it necessary to irradiate only 
a limb, a very small area of skin relatively, as 
opposed to our general irradiation, to produce their 
desired results. So with hypothrepsy and althrepsy 
and other growth disorders, for example, osteo- 
malacia, achondroplasia ct cetera. So with tetany 
and spasmophilia, in addition to calcium bromide 
and any necessary specific treatment. 

In tuberculosis of bones and joints, ultra-violet 
light is definitely the treatment of choice, as in 
surgical tuberculosis generally. 

It is marvellous at times to see the enlarged 
cervical glands in children melt away under its 
persuasion, with resultant freedom from operation 
and its scars. In tuberculosis of serous membranes, 
the larynx and skin also, it has proved its value, 
tuberculous peritonitis in particular responds to its 
use. 

In pulmonary tuberculosis especially of the single 
focussed, localized, afebrile type, the judicious use 
of ultra-violet light is of considerable benefit, but 
we must bear in mind that general irradiation leads 
to deep seated visceral congestion and exercise great 
caution in all chest conditions. Here our guide 
must be a careful watch on the pulse and tempera- 
ture. 

In Rollier’s sun clinics in Leysin that I had the 
pleasure of visiting, I noted that his patients re- 
ceived no special dieting or tonics; rather the re- 
verse. They stated there inter alia that tuberculosis 
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In surgical tuberculosis all the ordinary surgical 
measures must be adopted; abscesses should be 
evacuated, fibrous glands, chronic nodules, flaps of 
tuberculous peritonitic material removed and sup- 
purating organs such as the kidneys, dealt with. 

In Rollier’s clinics immobilization is carefully and 
thoroughly worked out. Each patient, according to 
his needs, is treated by rest in bed, traction, hard 
pillows, special beds with surgical springs and web» 
bing straps for the body and legs. 

Diseases associated with endocrine deficiencies 
respond well to irradiation together with the appro- 
priate glandular preparations. 

During the course of syphilitic treatment the 
common depression and frequent accompanying 
anemia is cured. 

The delicate, fretful child, with no organic disease, 
with whom we are all so familiar, is benefited 
enormously. ‘The first thing noted by the anxious 
mother is the improvement in the temperament of 
the child. “He is so much happier,” she says, “so 
much less fretful.” He is, for his health is better. 

Chronic bronchitis, with asthmatical tendencies 
is cured in a large percentage of instances. 

All chronic staphylococcal infections, for example 
blepharitis, postauricular eczema and the like, re- 
spond to general treatment. 

In chronie otorrhea without caries, in that com- 
mon and distressing complaint chilblains we have a 
remedy of exceeding value. 

In regional actinotherapy, we have another wide 
field of action. It is the local irradiation of that 
particular body zone of the skin that is in close 
relation through vascular and nervous channels with 
any given viscus. 

By this method not only can painful visceral 
disease be treated, but also visceral disease not 
characterized by pain. 

Irradiation of special regions and cavities, such 
as the tonsils, pharynx, nose and ears by special 
quartz applicators, assisted by specula of appro- 
priate shape, is demonstrably of value. 

As one can realize from a knowledge of its thera- 
peutic actions, constitutionally, locally, regionally 
and fractionally, so large is the range of utility of 

ultra-violet light in the treatment of children’s 
diseases that I can only hope to give a general out- 


of the knee was of the most serious prognostic im- 
port 22 took longest to respond. 


line in the scope of such a short paper as this. 
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The educational authorities at home are fully 
alive to its value in their crowded towns and their 
efforts to utilize it in their playing areas and class 
rooms is only bounded by the limit of their finances. 

All through the larger cities are scattered these 
lighthouses in the darkness in the charge of ex- 
perienced nurses working under medical supervision. 
After having seen them and talked to them and 
worked with them, I can realize in this favoured 
spot what the light means to infancy and childhood 


under less favoured conditions than ours. 
At home, on the continent and in 


their direst enemies. 


I have to acknowledge references from P. Hall, 
Rollier, Gauvain, Biancain, Pacini and others. 


Dr. A. JEFFREYS Woop (Melbourne) stated that ultra- 
violet rays were used extensively in all clinics in England. 
He had been extremely satisfied with the results. Rickets 
for instance were rapidly cured. He had had good results 
in premature infants with lowered metabolism. The treat- 
ment had the effect of stirring up the metabolism. 

Dr. Wriu1ams (Dunedin) mentioned a case of celiac 


disease which he had known to have been successfully 
treated by ultra-violet rays. 


Secrion X.—Navat AND 
AND SURGERY. 


MEASURES FOR THE PROTECTION OF THE CIVIL 
POPULATION AGAINST GAS ATTACKS 
FROM THE AIR. 


By A. P. Lawrence, M.B., B.S. (Melb.), 


Squadron-Leader, Director of Air Medical Services, 
Royal Australian Air Force. 


Tue contemplation of another war is unpleasant. 
The realization may be more so, hence this paper 
which has been prepared at the request, I believe, of 
Sir George Syme whom we have to thank for 
suggesting a very interesting subject. 

The first questions we have to ask ourselves are: 
Will gas be used in the next war? If so, will it be 
used against the civil population and will it be used 
from the air? - 

Sir Hugh Trenchard recently remarked: “I would 
stop all flying, civil and military, if I could. It 
will do more harm than good to the human race.” 

However this may be, the possibilities of evil from 
the air are so real that they will repay a little 
thought and consideration. 

Now, at the Washington Conference the nations 
agreed not to use gas in future wars. Germany, 


however, was not represented. In any case, inter- 
national agreements have been broken in the past 


America, 
members of the profession are realizing more and 
more as they step over the ultra-violet threshold that 
this light has come to stay with us, that the fuller 
knowledge of its powers will mean in the years that 
are near incalculable benefits to the children of the 
world, for whom already it has conquered one of 


Then again, gas is regarded by Haldane and othe 
writers as more humane than shell-fire and other 
methods of warfare, the main arguments being that 
war would be short and sharp, casualties not fatal 
and recovery in many cases perfect. 


Now, how could gas be used against the ciyi] 
population? What gas could be used? Mustard is 
the best war-winning gas we know and is familiar 
to all from its wide use in the last war. It is 
synthetic product, not to be confused with the oil 
from mustard seed and rejoices in the name 
dichlordiethyl sulphide. It has a double action. Not 
only can it kill by its action on the lungs when 
inhaled, but it also burns the skin. This skin action 
is delayed occasionally six hours after contact, a 
fact which rather enhances its value. Most people 
are familiar with the burns of mustard gas, the 
swollen, puffy eyes, loss of voice and_ broncho- 
pneumonia. Its physical attributes render it ideal 
for war. The liquid vaporizes slowly at ordinary 
temperatures, lying about for days in low places, 
while the vapour is heavy, hugging the ground and 
little affected by the wind. 

Taking mustard as our example, how could it be 
delivered from aeroplanes? Gas bombs would be 
bad enough, but there is another possibility which 
requires investigation. Is it feasible to spray mus- 
tard gas from the air? If so, large quantities could 
| be carried, the containers being big and light. There 
seems no doubt that if any enemy could get near 
enough to launch an attacking force of aeroplanes 
by night, gas could be sprayed over a city with 
deadly effect, paralysing its activity unless measures 
were taken to protect the population. 

But you say to spray a large area such as a city 
with mustard gas would use a huge quantity of gas. 
Do such quantities exist? How is it manufactured? 
In this connexion there is a little book by Victor 
Lefébre entitled: “The Riddle of the Rhine” in 
which he points out that the known and perhaps 
to us unknown poison gases of modern warfare are 
all very easily manufactured in the huge chemical 
works along the Rhine and its tributaries. War 
gases are often the intermediate products in the 
manufacture of aniline dyes. The peaceful dye 
industry becomes the warlike gas industry. Ger- 
many has fostered this large chemical plant for 
sixty years until to-day it is a chemical monopoly 
which constitutes a menace to the peace of the 
world. 

Lefébre’s theme is that no country should have 
a monopoly in the production of war gas. The 
essence of defence is attack. Attack is impossible 
without the weapon. 

Now to come to our subject. Measures for pro- 
tecting the civil population should comprise: 

1. The dissemination of knowledge concerning 
the effects of a gas attack and the precautionary 
measures ; 

2. The provision of an air-raid alarm; 


3. The provision of shelter in which inhabitants 
of a city could obtain protection during and sub- 
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4, The organization of a service for clearing an 
area of gas; 

5. The organization of a service for dealing with 
casualties and persons contaminated ; 
6. Military control of this organization. 


The Dissemination of Knowledge. 

Nothing could more effectively aid a gas attack 
than complete ignorance on the part of the populace 
of its mode of action and especially of its limit-— 
ations. 

If immediate panic were to result from a gas 
bombing raid, no protective organization could be 
of the slightest avail and the first essential is, 
therefore, that everyone should know what he is ex- 

ted to do in the circumstances and that if he 
does it, he will be comparatively safe. The following 
knowledge should be in the possession of every 
civilian of an age rendering him or her capable of 
taking responsible action: 

(i). That in a gas attack, it is dangerous to be 
out of doors, comparative safety lies in going in- 
doors and closing the doors and windows and 
almost complete safety in making the room prac- 
tically gas tight. 

(ii). That an insidious and extremely probable 
form of gas attack consists in showering down, 
either in drops or in bombs, a poisonous liquid 
which evaporates slowly and continues to give off 
poisonous gas for days, until the liquid has either 
been washed away by water or destroyed by 
chemicals. Consequently, when a gas attack has 
started in his vicinity he must remain indoors, 
until the neighbourhood has been cleared up by the 
authorities and civilians can safely proceed with 
their normal vocations. 

(iii). That both the liquid and the vapour may, 
if given the opportunity, damage him not only by 
poisoning him through breathing, but by action on 
his eyes and on the whole of his body, even through 
his clothes. 

(iv). That the effects of gassing will possibly 
be delayed for some hours and that in consequence 
a person who is exposed to a source of contamin- 
ation, may be affected sufficiently to become a 
casualty without knowing it. 

(v). That a contaminated person can and prob- 
ably will communicate contamination to other 
persons in a confined space or from his hands to any 
other parts of his body which he may touch. 

(vi). That any person who has reason to think 
he is contaminated with gas, whether from bomb 
or spray, should change his clothes and have a bath 
as soon as possible. 

The above ideas are broad generalizations dealing 
with the effects of and precautions against gas 
attack and probably will be of sufficient general 
interest to admit of their becoming widely known 
to the ordinary run of intelligent people. 

Admittedly, it would be a great advantage if the 
public were already acquainted with the foregoing 


a 


these lines in time of peace. The only means by 
which information could be propagated directly 
would be by inspired articles in the press or by 

incorporating the information in educational 

courses in elementary hygiene. Efforts of this kind 

might be misconstrued and might arouse political | 
feeling or international distrust, thus defeating the 

object in view. We have an example of this in the 

propaganda in favour of chemical warfare which 

was carried out in the United States of America in 

1920 and 1921, which resulted in strong pressure 

being brought on the American Government to in- 

troduce clauses into the terms of the Washington 

Agreement to forbid its use. Instruction of the 

Citizen Forces and of certain public bodies and 

possibly voluntary aid societies in anti-gas defence 
would tend gradually to disseminate information 
throughout the country. 

On the outbreak of war or when deemed necessary 
by the Government this information, together with 
concise instructions as to the action to be taken 
in the event of an air raid, could be promptly 
brought to the notice of the civilian population 
through the agency of the press or it might be 
possible to broadcast it by wireless. It is imperative 
that there should be no delay in spreading the in- 
formation on the outbreak of war and for this 
reason the requisite notices and official posters must 
obviously be drafted in peace time and sufficient 
copies kept ready for immediate issue to the proper 
authorities. 

More detailed information and instructions must 
be issued to the authorities upon whom the respon- 
sibility will rest for organizing and carrying out 
anti-gas schemes locally. In this case it would be 
too late to await the outbreak of war before issuing 
the information; it should be available long before 
there is any thought of war, so that plans may be 
developed in detail to suit local conditions and re- 
sources. The authorities to whom such detailed 
information might have to be communicated, include 
the following: 

Public Authorities. 

It is suggested that the organization of the 
necessary services to deal with the protection of 
the civil population against gas attack should be 
undertaken by such public bodies as the police, fire 
brigades, local government authorities and am- 
bulance services which are well adapted to under- 
take definite duties in connexion with anti-gas 
organization, but it would be necessary for them 
to have training beforehand if they are to be relied 
upon in an emergency. 


The Medical Profession. 

In addition to instructions regarding the organ- 
ization for dealing with gas casualties, concise 
information would have to be communicated to 
medical practitioners regarding the symptoms and 
treatment of the different forms of gas poisoning: 
A pamphlet on this subject is needed and a sufficient _ 
stock should be kept, so that a copy would be 
available to every medical man in the country on 


information before the outbreak of war, but there 
would be great difficulty in educating them along 


the outbreak of war. 
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Voluntary Aid Societies. 

Valuable aid might be rendered by voluntary aid 
societies provided they had some acquaintance with 
the subject. Ambulance work is, I understand, part 
of the curriculum of these societies and it should 
not be a difficult matter to add sufficient information 
regarding gas casualties and anti-gas defence. 
Members of the voluntary aid societies would then 
be in a position to make house-to-house visits on the 
outbreak of war explaining the various precautions 
that must be taken and the reasons for obeying 
official instructions. 

The functions and dispositions of these voluntary 
aid societies should be very carefully considered 
with a view to deciding what part each might play 
in the organization. 


The Provision of an Air Raid Alarm. 


The warning would have to be for all attacks 
of enemy aircraft, for it would be impossible to 
predict whether gas would or would not be used. 
This warning would have to be repeated all over the 
city that an attack is approaching. Given fifteen 
minutes before an attack, it would allow people time 
to reach their protected rooms or public shelters. 


Shelter During and Subsequent to a Gas Attack. 


“Gas masks for all” which on first thought 
suggests itself as a sound precautionary measure, 
must, however, be ruled out as impracticable. 

The use of masks by untrained persons or by 
infants is not satisfactory. 

People should go indoors and remain there. The 
sealing up of rooms to be approximately gas-tight 
is quite practicable. With doors and windows 
closed and packed the degree of permeability would 
be negligible. Chimneys should be blocked. Rooms 
should be selected in which fires are not likely to 
be burning. If a fire is in a room, it should be 
extinguished. Allowing twelve hours for clearing 
up the streets, a space of 8-5 cubic metres (three 
hundred cubic feet) per person should be sufficient. 
Food and sanitation should be provided for. The 
first floor of big buildings would afford the best 
protection. It would escape explosive bombs which 
would burst on contact in the upper stories. Cellars 
would be useless, as the gas would sink into them. 


Services for Clearing Areas of Gas. 


The detection of gassed areas and of the real 
extent of the contamination is a problem of great 
difficulty and could be done only by skilled per- 


mustard gas or “Lewisite,” an American product 
which resembles mustard gas in its action. 

Other poisonous gases are not destroyed by 
hypochlorite, but means may yet be devised for 
dealing with them. 


General Scheme of Decontamination. 


It is necessary to have trained personnel provided 
with anti-gas appliances, respirators and protective 
clothing, to decontaminate a city after a gas attack, 
This decontamination service could advantageously 
be undertaken by the municipal authorities and 
delegated by them to existing services having regular 
peace-time duties. As already mentioned trained 
chemical warfare personnel should be available 
to determine the nature and extent of the gassing 
and to supervise the decontamination. It must be 
remembered that an enemy may drop high explosive 
bombs or incendiary bombs at the same time as gas 
and that immediately after a raid a large part of the 
fire brigade may be expected to be fully occupied 
with fires. 

A city may be divided into the following categories 
from the point of view of decontamination: (i) 
water surfaces, (ii) open spaces, for example 
gardens and parks, (iii) streets, (iv) houses, (v) 
back yards or gardens of houses and (vi) roof sur- 
faces. 

Water surfaces other than reservoirs for the supply 
of water to a town need no decontamination. Rivers 
and canals could be used as a means of distributing 


_ supplies, if necessary. The question of the action 


to be taken in the case of gas bombs dropping into 
reservoirs is one for investigation. 

Open spaces, gardens, parks and similar areas not 
absolutely essential to the life of the community 
(that is to say, the every day needs of the people 
are not vitally affected if the use of these open 
spaces is prohibited) should be closed after a raid 
until pronounced free from contamination. 

The best method to use for decontaminating a 
street would possibly depend on the nature of the 
materials used in its construction, for example, it 
may consist of concrete, tarred wood blocks, cobble 
stones or a macadam surface. The effect of mustard 
gas on each of these would have to be ascertained. 
Considerable benefit would, no doubt, be obtained by 
a thorough hosing down with water which would 
destroy some of the mustard gas by hydrolysis and 
would also wash a further amount down the drains 


_ where it would not be dangerous. The water would 


also fill up the bomb holes and so seal off any toxic 


sonnel. The staff employed on this work would 
have to be trained in the detection and destruction 
of chemical warfare agents and would be equipped | 
with masks and protective clothing. 

Two main aspects of clearing an area of gas are 
(i) the removal of any gas that may have collected 
in the atmosphere and (ii) the destruction of toxic 
liquid on the ground. 

The former would be removed by the lighting of 
fires and forced ventilation. 


Certain toxic liquids may be destroyed by spray- 


liquid left in them, which could then be destroyed 
by an appropriate chemical. The hosing would have 
to include sides of houses and vehicles and in fact 
anything in the gassed area which was likely to be 
contaminated. Care would, of course, be necessary 
to prevent the mustard gas being splashed about 
by the hosing and so contaminating further areas 
or the people carrying out the operations. 

A certain amount of mustard gas may, however, 
be absorbed in tarred wood or concrete or cement 
road surfaces and it may therefore prove necessary 


ing with hypochlorite solution which destroys 
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with hypochlorite solutions which might be left on 
the contaminated roads for an hour or more; the 
roads could afterwards be hosed down a second time 
and might then be considered clear of contamin- 
ation. Care would have to be taken to insure that 
toxic liquid had not collected in the various man- 
holes in the street, leading to the electric, gas or 
water mains. In cases of very heavy contamination, 
it might be necessary and in fact might be the 
only practicable course to close off the street or 
road and to evacuate all the inhabitants until it had 
been thoroughly cleansed. 

Where houses have been penetrated by bombs 
containing mustard gas or a similar liquid, evacua- 
tion is the only feasible course. Such evacuation 
may involve the houses on either side if the con- 


tamination has been very heavy. Decontamination 


is, however, necessary as a preliminary measure to 
repair work and this might be carried out by the 
fire brigade. The difficulties of insuring complete 
destruction or removal of the gas are very great and 
all demolition and repair work would ‘have to be 
done cautiously for some time. 

Care would also have to be taken in the cases of 
houses in which the windows may have been broken 
by bombs in the street. All rooms into which gas 
might have penetrated in this way should have the 
doors and windows opened to give good ventilation 
and should not be occupied for several days or until 
pronounced safe by a competent authority. 

Back yards is meant to apply to yards and 
gardens of houses, the use of which is essential to 
the every day activities of the household. If these 
are contaminated, it will be necessary to evacuate 
the house, unless it is possible to carry out the 
decontamination at once. 

It would probably be best to leave roof surfaces 
alone and to allow the rain and sun to destroy the 
mustard gas which they undoubtedly do in time. If 
it should prove necessary to decontaminate them, it 
could best be done by the fire brigade using fire 
escapes and hosing them down well. 


The “All Clear” Signal. 

It should be arranged to sound the “all clear” 
signal locally in separate suburbs; some areas would 
be cleared before others. Ambulance services would 
deal with all casualties, either gas or high explosive 
and with the decontamination of gassed people. 

The inhabitants should also be warned against 
the consumption of any food or drink likely to have 
been exposed to the gas. 


Treatment and Decontaminating Centres. 
Hospital treatment would have to be provided for 
seriously affected persons, while those mildly affected 
could be treated in their own homes. 


Decontamination centres would have to be estab- 
lished and in this connexion it is suggested that 
the public baths would be highly suitable. Bales 
of simple clothing for both sexes would have to be 
‘provided. 


Organization of Protective Services. 


Protective measures would involve a number of 
bodies and it is therefore necessary to consider how 
these should be coordinated and controlled in war, 
as the efficiency of the arrangements proposed would 
depend to a very great extent on proper direction. 
The following bodies would be involved: (i) The 
central directing authority, (ii) the police, (iii) the 
fire brigade, (iv) municipal street cleaning and other 
services, (v) ambulance services, (vi) personnel for 
treatment and decontamination centres, 


The Central Directing Authority. 

The central directing authority should be 
mnilitary. The officer-in-ccommand must have full 
information and must be in touch with the police. 
Telephone exchanges would, therefore, have to be 
protected. 

Under this central authority there must be a body 
of military personnel of officer rank, trained in the 
detection and destruction of poison gases, who can 
be at once sent to the gassed areas to direct opera- 
tions. These officers would be authorized to control 
all the decontamination. services within their allot- 
ted areas and to take such action as they consider 
essential, after communication where necessary with 
the central authority, for the proper clearing-up of 
their districts. Thus, they should have power to 
order the evacuation of houses or the closing of 
streets, if such were essential in the interests of 
public safety. This staff would require to be trained 
in peace time. 

The Police. 

The police should form a very important part of 
the protective services. They, like the decontamin- 
ation services, should be supplied with gas masks 
and protective clothing. Their duty would be to 
compel all persons to take refuge in a gas raid and 
to keep them indoors until the “all clear” signal 
is given; to direct people to public gas shelters and 
after a raid to decontamination and first-aidstations ; 
to inform the central authority of the position and 
extent of a raid and of the progress of decontamin- 
ation; to stop traffic on warning of a raid and 
arrange for it to be parked conveniently so as to 
have the main roads clear for washing down. 


The Fire Brigade. 
The main function of the fire brigade would be to 
deal with fires, but it would no doubt be available 
after a raid to assist in special decontamination 


Central Directing Authority. 


work, such as would be required for roofs and high 


Staff of Chemical Warfare Personnel. 


Police. Fire Brigade. 


Street 
Cleansing Service. 


Ambulance Services. Personnel for First Aid 
an 


d Decontamination 
Centres. 
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houses and for houses wholly or partially demolished 
by gas bombs. 
The Municipal Services. 
The municipal services would be required for 
decontamination work and would include street 
cleaners, park rangers and so forth. In the case of 
areas which may have to be evacuated and bar- 
ricaded off, provision would have to be made for the 
erection of the necessary barriers. 


The Ambulance Services. 

The ambulance services would be required for the 
removal of casualties and would have to be greatly 
augmented. 

First-Aid Personnel. 

The personnel for first-aid and decontamination 
services could probably be manned by suitable 
voluntary workers and the only permanent staff 
would be in the nature of caretakers to insure that 
the buildings and stores were maintained ready for 
use at a moment’s notice. 

The foregoing is briefly an outline of the duties 
of the various bodies likely to be concerned in any 
scheme of anti-gas protection of the population, sub- 
ject no doubt to many modifications to suit local 
conditions. 


Organization and Training in Peace of the Protective 
Services. 

Although the organization would in war time be 
commanded by the military, it is suggested that the 
responsibility for organizing and training the 
different constituent bodies in peace should be 
undertaken by the local governing authorities in con- 
junction with the police and fire brigades. It would 
be necessary that these authorities should have full 
information as to the nature of the gas attack 
which may be expected, and of the policy which has 
been decided upon in regard to the protection 
against the same, and to request them to communi- 
cate sufficient information to their employees to 
enable them to understand and assist intelligently 
in the organization to be created. The knowledge 
thus disseminated would help in the general educa- 
tion, besides forming the ground work of the pro- 
tective organization. Further, it is considered that 
all the services mentioned which form a part of the 
organization, would require certain special instruc- 
tion in the duties during peace. They would all 
have to be equipped with respirators and special 
clothing to protect the body against substances like 
mustard gas. As men must be fitted with respira- 
tors and trained in their use to-enable them to carry 
out their duties efficiently when protected against 
gas, it is essential that the necessary protective 
devices should be available in peace time and the 
men given sufficient practice in wearing them while 
performing duties similar to those which they would 
have to carry out during a gas raid. It would be 
folly to wait until the outbreak of hostilities before 
protective appliances were obtained, as their manu- 

facture would not be possible in time. Further, 
it would be necessary to give the services responsible 


those in charge instruction in carrying out the 
methods recommended. If gas may be used on the 
outbreak of war, then such training must be given 
in peace. 

It may, also, be necessary to consider special cases 
in which the continuance of essential duties during 
a raid is imperative, for example, in the case of 
railways, factories or dockyards, dealing with essen. 
tial supplies to the fighting forces, the delivery of 
which must not be interrupted. 


Summary. 


An organization controlled by a central military 
authority and involving the police, fire brigades, 
street cleaning and other municipal services, the 
ambulance services and voluntary first aid societies 
is suggested for dealing with the protective measures 
necessary in the case of gas attacks from the air. 
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Staff Ride. 


THE SECTION OF NAVAL AND MILITARY MEDICINE AND 
Surcery held a medical tactical exercise on February 5, 
1927. 


DimecTine STAFF. 

Colonel R. Tracy-Inglis, C.B.E., M.B., Ch.B., V.D., 

Colonel E. J. O’Neill, C.M.G., D.S.O., M.D., V.D., 
N.Z.M.C., 

Lieutenant-Colonel Hardie Neil, D.S.0., V.D., M.R.C.S. 
(England), L.R.C.P. (London), Assistant Director 
of Medical Services, Northern Command. 

Lieutenant Colonel N. W. B. B. Thoms, D.S.O., M.C., 
N.Z.S.C., G.S.0.1 Southern Command. 

Major G. A. Gibbs, N.Z.A.M.C., Staff Officer and Quarter- 

~ master Medical Services. 


Associated with the directing staff were: 


Major-General G. W. Barber, C.B., C.M.G., D.S.0O., V.D., 
M.R.C.S. (England), L.R.C.P. (London), Director- 
General of Medical Services, Commonwealth 
Military Forces. 

Lieutenant-Colonel R. B. Smythe, D.S.0., N.Z.S.C., Ad- 
jutant-General, New Zealand Forces. 


GENERAL SCHEME. 


The exercise is based upon the assumption that those 
taking part belong to the Brownland Army, Brownland 
being a State five days’ sail from New Zealand and at war 
with the British Empire; having command of the sea, it 
decides to invade New Zealand. 

It may be assumed that the characteristics of personnel 
and the organization and equipment are identical on both 
sides. War establishments (small war) will be used. 
Brownland, knowing that the troops of the South Island 


for decontamination or at any rate a number of 


are mobilizing at Christchurch, makes the necessary 
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arrangements for effecting a surprise landing at Port 
Chalmers and Dunedin, which places are known to be un- 
defended. 

The enemy troops in the South Island are estimated at 
one brigade mounted rifles, two brigades of infantry with 
usual ancillary troops and well equipped with modern 
arms, including gas. The inhabitants are known to possess 
characteristics which made each civilian a _ potential 
guerilla. 

The plan of campaign is to establish a base at Dunedin 
and advance thence on Christchurch. It is realized that, 
even given an unopposed landing, serious opposition is 
probable throughout all stages of the campaign. 


The force to be employed consists of (a@) general head- 
quarters, (0) one army corps of corps troops and two 
divisions, (c) lines of communication troops. 


Medical Appreciation of the Situation by Director of 
Medical Services of the Force. 


Reference: Dunedin Topographical Map. 
1. Information from Headquarters. 


On February 3, 1927, the estimation of strength of 
opposing force was: 

(a) Army corps of two divisions of 17,380 men each, 
one cavalry brigade of 2,598 and corps troops 
14,188: Total strength 51,556. 

(b) Present position of our force: First Corps Head- 
quarters, Dunedin, First Division at Dunedin, 
Second Division at Port Chalmers. 

(c) Lines of communication: narrow gauge railway 
running close to the coast to Christchurch; roads: 
one main road to Christchurch. 

(ad) Equipment: Our force, modern armament, air ser- 
vice, armoured cars. 

2. Medical Arrangements (Broad Outline). 


The medical units are mobilized on the British war 
establishment’s scale. No auxiliary services are available. 
The hospital accommodation will be in buildings if 
possible, augmented by tent accommodation. 


3. Topographical Influence on the Campaign. 


(a) The country is hilly from Dunedin to Oamaru. There 
is a flat plain from Oamaru to Christchurch. The railway 
is a single narrow gauge from Dunedin to Christchurch. 
They provide good train transport for the evacuation of 
casualties. The roads include trunk road good for mounted 
troop transport with steep gradients and provide good 
evacuation lines for mounted troop transport. 

(b) Villages south of Hawkesbury are small and of little 
use to medical services. There is a mental hospital at 
Seacliff. 

(c) The climate at midsummer is good and dry in 
general. Clothing: The present issue (service dress) is 
suitable. .A blanket is necessary at night. 

(d) Supplies are ample. Water supply: All water must 
be chlorinated and carried in unit water carts. 


(ey Prevalent diseases: None, but those common to civil 
life. Influenza is likely to develope and possibly cerebro- 
spinal meningitis. All troops have been inoculated against 
typhoid and paratyphoid A and B 

The country is free from small-pox, scabies and lice; the 
latter must be provided against by providing baths and 
disinfection centres and clean clothing for troops. Venereal 
disease must be guarded against by providing anti-venereal 
outfits, lectures to troops and recreation and games. 


Wounds. 


4. The classes of wounds likely are bullet, shell and high 
explosive wounds. Gas will probably be used by the enemy. 
Tetanus and gas gangrene will not, it is hoped, be very 
prevalent. Anti-gas measures must be prepared. 


5. Estimation of Casualties. 


(a) Exclusive of line of communication units the force 
is composed of two divisions, one cavalry regiment and 
corps troops. The officers and other ranks of the two 
divisions, total 34,770, one cavalry regiment, officers and 


other ranks, total 687 and corps troops 14,188, making a 
total of 49,645. 

For the sake of convenienee in calculation this number 
(49,645) will be taken as 50,000 in estimating the probable 
number of admissions to hospital for wounds. 

The campaign which is imminent, will be one of rapid 
movement, at any rate in the early stages; and the fighting 
will be that incidental to open warfare. 

(b) Battle casualties: Take 10% of three-fifths of total 
force of fighting troops which is estimated at 50,000 men, 
= 3,000; deduct 20% for killed and missing = 2,400, deduct 
10% who do not require evacuation beyond divisional field 
ambulance = 2,160. 

(c) Sick wastage: The usual estimate is that out of 
every thousand men, three men will daily require treat- 
ment in hospital. This means that 150 men will be admitted 
to hospital daily from the 50,000 men forming the divisional 
units and corps troops. It is estimated that 40% will be 
discharged from hospital in seven days and 50% will be 
discharged from hospital in twenty-one days. 

The bed accommodation necessary for sick is 2,350. 

(d) Necessary hospital accommodation required: For 
wounded 2,160, for sick 2,350, a reserve of 25% 1,128; total 
beds 5.638. 

It is considered necessary to mobilize hospital accom- 
modation for about 10% of the force, so it will be seen 
that there is ample hospital accommodation providing 
there are no gas attacks or epidemics. 

{e) Evacuation presents no special difficulties, but an 
additional hospital ship should be provided at once. 

6. The campaign will in its early stages at least be one 
of rapid movement and in consequence no sick and wounded 
requiring more treatment than “medicine and duty” should 
be retained with units. The field ambulances and casualty 
clearing station must not retain men who are fit for full 
duty a single hour more than is necessary. The line of 
communication will not be long and no difficulty should 
occur in returning men, discharged as fit for duty, from 
hospitals to their units. 

7. It is understood that regimental medical establish- 
ments, field ambulances and hygiene sections will be 
mobilized for service with the divisions in accordance with 
the existing war establishments and that the same applies 
with regard to the regimental medical establishments of 
such units of corps troops as are in possession of them. 

8. It is recommended that each corps should include as 
part of its corps troops the following non-divisional medical 
units: One field ambulance, one hygiene company, one 
casualty clearing station, one motor ambulance convoy, one 
advanced depét, medical stores, one mobile bacteriological 
laboratory, one mobile hygiene laboratory. 

With regard to line of communication medical units, 
the prevision of the following is strongly recommended 
as a minimum which will almost certainly require to be 
augmented in the event of the war being prolonged beyond 
three months. 


General hospitals (1,200 beds) . wate 
General hospitals (600 beds) 
Hospital for venereal diseases (300 beds), ke 
Convalescent depét (1,200 men) .. 

Base depét medical stores 

Hygiene section ats 

Ambulance trains 

These units will, if 6, 300. of 
which number 600 will be for officers. With the convales- 
cent depét for 2,000 men it will be seen that there is ample 
accommodation for the sick and wounded at present. 

It is recommended that the four general hospitals (each 
1,200 beds) and the venereal hospitals be opened as soon 
as they have disembarked. 

Nos. 1 and 2 general hospitals will be in the Dunedin 
area. 

Nos. 3 and 4 and venereal hospitals will be in the Port 
Chalmers area. 

With regard to general hospitals (each of 500 beds) it is 
recommended that they be held in reserve and remain 
mobilized ready to move at short notice if their services 
are required up the line. 

The convalescent depét should open up once in the 
Dunedin area. 
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The base depét medical stores should open up at Port 
Chalmers. 

One hygiene company will be located by sections at 
Mount Cargill School (L.49) Blueskin area (G.45) and 
Merchiston area (G.35) after first divisional headquarters 
have been established. 


9. Medical Equipment. 


The medical equipment of all medical units and regi- 
mental medical establishments of the Army up to scale 
and sufficient stocks are held in medical stores. 

The existing supply of antitetanic serum is, however, 
not likely to meet requirements for more than the first 
two months of the war and arrangements have been made 
to obtain further supplies from abroad. It must be remem- 


bered that, as the fighting will occur for the most part over 
highly manured country, every wounded man must be 
given a prophylactic dose of antitetanic serum. 


10. Ordnance Equipment. 


The hospital clothing provided for field ambulance 
casualty clearing stations in the scale given in the Army 
Form G.1098 for these units is not sufficient. Each 
field ambulance has only 150 suits of pyjamas and each 
casualty clearing station 300. 


If mustard gas is made use of by the enemy, it will be 
absolutely necessary for each suffering from its effects 
to be completely undressed, washed in soap and water and 
clothed in clean pyjamas before the patient can be evac. 
uated to the lines of communication. This should be done 
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in the main dressing station of divisions wherever possible 
or carried out in the casualty clearing station. 

In consequence the number of pyjamas provided for 
these above-mentioned units, while ample for the use of 
ordinary casualties, will not suffice if.mustard gas is used 
by the enemy. 

It is strongly recommended that the ordnance be asked 
to provide pyjamas for these units on the following scale: 


Casualty clearing station .. .. 2,000 
Experience in the last war has proved that each corps 
must be in possession of an ample reserve of stretchers 
and blankets. Each corps should have a reserve of 500 
stretchers and 1,000 blankets. 


qe AUSTRALIAN ARMY MEDICAL CorPS AND THE NEW ZEALAND MEDICAL 
NEDIN ON FEBRUARY 5, 1927. 


ad 


11. Laundries, delousing centres: The provision of laun- 
dries and delousing centres is now the duty of Q Branch 
of the Staff. 

NARRATIVE. 
1. Arrangements are made to land troops as per attached 
schedule which can be roughly summarized as follows: 

(a) Force headquarters: Port Chalmers 

(b) First Division: Port Chalmers and 
Dunedin 

(c) Corps of line 
troops at Dunedin 

Second Division, 
1327. 

2. By the end of February 4 everything has gone accord- 
ing to programme and troops are disposed as under: 


February 3 
of communication | and 4, 1927 


Dunedin—February 4 and 5, 
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_ (i) Blueskin Bay area: (a) First brigade [with first 
battalion on outpost from Wilson’s (B.60) to Huggin’s 
(B.21)]; (0) first brigade field artillery; (c) first field 
company; (d) first field ambulance. 


(ii) Port Chalmers area: Force headquarters, head- 
quarters first Division, second infantry brigade, field park 
company, second field company, second field ambulance, 
Division hygiene section. 


- (iii) Dunedin area: Remainder of Division. All corps 
and lines of communication troops. 


3. Normal rolling stock is available on the railways and 
is under control of the Brownland Railway Operating 
Company. 


4. At 2245 hours on February 4 the general officer com- 
manding the first Division receives notification that the 
enemy are moving south by rail and will probably detrain 
at Hawkesbury with a view of attacking the Brownland 
Expeditionary Force. 


The first Division is ordered to advance on February 
5 and deny the crossings of the Waikouaiti River to the 
enemy. 


The general officer commanding first Division decides 
to use all the troops now at Blueskin Bay area as advanced 
guard and to bring the second brigade to Merchiston by 
lorry thence forward by march route and afterwards bring 
the third brigade on by lorry, keeping it in reserve on 
its lorries. 


A casualty clearing station has been established at Mer- 
chiston (G.35). 


Problem 1. 
(To be solved at Merchiston.) 


As Assistant Director of Medical Services of the first 
Division what recommendation do you make with regard 
to the movement and use of the medical units of the 
Division on February 5? 

Explain through what channel the orders get to these 
units. 


Solution to Problem No. 1. 


The Assistant Director of Medical Services would 
ascertain from the general staff the scope of the opera- 
tions proposed on February 5. He estimates the number 
of casualties and decides if bearers and material at his 
disposal will suffice to collect the wounded. Should 
they not be sufficient, he would apply to Divisional staff 
for men from units in reserve. 


The Assistant Director of Medical Services should 
recommend through the Assistant Quartermaster- 
General that for the purpose of the march a field am- 
bulance should be attached to the brigade, that one 
company should march behind the vanguard and that 
the remainder of the field ambulance, less its motor 
transport, march in rear of the mainguard. In the event 
of the advanced guard meeting with resistance and 
being forced to deploy to overcome it, the officer com- 
manding the company field ambulance will be in a 
position to select and open an advanced dressing station 
at the earliest possible moment. These arrangements 
would be published in Divisional orders. A copy will 
be sent urgently to each officer commanding field am- 
bulance, a motor cyclist from the field ambulance in 
reserve being detailed for duty at the office of the 
Assistant Director of Medical Services. 


The Divisional Hygiene Section is not required when 
a Division is on the march and contact with the enemy 
is possible. The duties peculiar to it cannot be carried 
out under such circumstances. The Assistant Director 
of Medical Services should recommend that the sanitary 
section remain at the base until the Divisional Head- 
quarters move forward. 

In the event of the Divisional staff approving of these 
recommendations, the Assistant Director of Medical 
Services should send orders to the field ambulances to 
march as follows, a field ambulance to each brigade. 


It is impossible for the motor transport of the field 


cannot stand the low rate of speed. The motor trang. 
port of a field ambulance is as follows: 
Motor lorry, 3 ton .. .. .. 
Motor ambulance cars, light.. 6 
Motor ambulance cars, heavy 2 


The Assistant Director of Medical Services should 
recommend that the motor transport of the field 
ambulance should by day march under the orders 
of an officer detailed by the officer commanding 
the No. 1 Field Ambulance. This convoy should 
march in rear of the column, but in view of the 
fact that its services may be required at any time, 
it should be given by the staff precedence over all other 
mechanical transport. It should advance by “bounds,” 
that is after the rearmost unit of the column has 
marched and two hours have elapsed; it should go 
forward, get into touch with the rear of the column 
and again wait for two hours before making a second 
bound. When in motion it should move’ with wide 
distance between the vehicles and when halted the 
vehicles should not be concentrated, but should be 
extended and concealed from hostile aircraft. At the 
end of the march, the motors should proceed to join 
the headquarters of their unit for the night and are the 
next day under orders of the Assistant Director of 
Medical Services to assemble at a place and time given 
by him. 

NARRATIVE (continued). 


5. The advanced guard order on the advice of the officer 
commanding the First Field Ambulance allots A Company 
First Field Ambulance to march with the vanguard and 
the remainder of the First Field Ambulance in rear of 
the brigade (mainguard). 

At 0530 hours the vanguard with A Company First Field 
Ambulance in rear arrives at cross roads (B.43). 

The remainder of the field ambulance in rear of the ad- 
vanced guard is at thirteen miles stone. 

6. You command A Company First Field Ambulance. At 
0531 the vanguard commander (officer commanding first 
battalion) tells you that the advanced guard mounted 
troops have been driven back from the Waikouaiti River 
to vicinity of Merton post office (B.56) and that he is 
going to attack through White’s (B.45) on to crest of hill 
in bush (B.46). His regimental aid post will be in Scott’s 
Farm (B.45). 

7. At this minute (0531 hours) ten wounded men are 
brought to you. ; 

Problem 2. 
(To be solved at cross roads (B.43)). 


As Commander of “A” Company First Field Ambu- 
lance, state your action with regard to the situation 
disclosed in paragraphs (6) and (7). 

Solution of Problem No. 2. 

(i) The wounded should be accommodated in the 
nearest house on the main road, that is the church 
(B.43) with necessary medical corps personnel and 
equipment to look after them. An advanced dressing 
station will be established in the school (B.43). When 
the advanced dressing station is established, he will 
transfer the ten patients to it. He will send a message 
to the officer commanding No. 1 Field Ambulance that 
he has established an advanced dressing station, giving 
map reference, the number of patients sitting, lying and 
walking and asking for transport to evacuate the 
casualties. 

(ii) He will detail a stretcher squad under a non- 
commissioned officer to proceed at once to the regimental 
aid post in Scott’s Farm (B.45). 

(iii) He will detail a light ambulance to go forward 
and endeavour to get in touch with mounted rifles 
regimental aid post. 


NARRATIVE (continued). 
8. At 0545 the Assistant Director of Medical Services, 
who is at Merchiston (G.35) received a message from the 
First Field Ambulance that “A” Company First Field 
Ambulance has established an advanced dressing station 
at the school (B.43). At 0630 hours he knows from 


ambulances to march with their units, their engines 


messages received that this advanced dressing station is 


DEC 


likely | 
that hi 


First 
yanced 
maind 
dale ( 
Seco 
canno 
pulan 
Thi 
at Ev 
It 
Me 
par 
7 
of 
int 
bu 
Al 
dr 
of 
es 
a 
b 

| 9 
bul 
Dil 
dre 
to 
in 


| 


likely to be dealing with at least 150 casualties. He knows 
that his medical units are at this time disposed as follows: 


yanced dressing station at the school (B.43), (b) re- 


mainder of field ambulance in column of route at Evans- 
dale (G.38), motor ambulances at school (G.38). 


cannot be at Evansdale before 1000 hours. Motor am- 
bulances 0800 hours. 


at Evansdale until 1330 hours. 
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First Field Ambulance: (a) “A” Company formed ad- 


Second Feid Ambulance: Not yet left Port Chalmers and 


Third Field Ambulance: In Dunedin and not available 


Problem 3. 
(To be solved at Evansdale.) 


It is 0630 hours and you are Assistant Director of 
Medical Services and have the knowledge indicated in 
paragraph 8. 

What orders do you give with regard to the evacuation 
of wounded from the action described? 


Solution to Problem No. 3. 


The Assistant Director of Medical Services would issue 
instructions to officer commanding No. 1 Field Am- 
bulance to establish a main dressing station at Evans- 
dale (G.38) with his headquarters. 

He will issue instructions for the cars of No. 1 Field 
Ambulance to evacuate the casualties from the advanced 
dressing station to the main dressing station. 

He will notify the Deputy Director of Medical Services 
of the first corps that a main dressing station has been 
established giving map reference. 

He will also notify Divisional Headquarters that the 
advanced dressing station and the main dressing station 
have been established giving map reference and they 
will notify all concerned that these medical units have 
been established. 


NARRATIVE (continued). 

9. You are officer commanding the First Field Am- 
bulance and the orders you received from the Assistant 
Director of Medical Services at 0635 after the advanced 
dressing station had been established at school (B.43) were 
to the effect that you had to form a main dressing station 
in vicinity of Eyansdale (G.38). 


Problem 4. 
(To be solved at Evansdale.) 
As officer commanding the First Field Ambulance 
where and how would you establish the main dressing 
station. Explain the routine. 


Solution to Problem No. 4. 

The main dressing station should be well back out of 
the congested area near a good water supply and near 
a good traffic circuit to an advanced dressing station 
and a casualty clearing station. e 

There should be a good road for motor transport into 
the main dressing station, also a way in and a way out. 

The station should be organized with good accommoda- 
tion for the following, also, if possible, large enough to 
establish a casualty clearing station in its place when it 
moves forward. 

(i) A receiving section for patients on arrival. 

(ii) A recording section. 

(iii) A dressing section, including an antitetanic 

serum area. 
(iv) A section for walking wounded. 
(v) A gas section. 


(vi) Lying down accommodation for patients awaiting 


evacuation to casualty clearing station. 


(vii) A mortuary. 
(viii) A cookhouse for patients. 


(ix) Living accommodation for personnel: (a) officers, 
(b) non-commissioned officers and men, (c) army 


service corps personnel. 
(x) Cookhouse for, personnel. 


1 
(xi) Ablution stand for (a) patients, (b) personnel. 


(xii) Stabling for horses. 


(xiii) Park for motor transport. . 
(xiv) Area for equipment and bombs. 


NARRATIVE (continued). 
10. The vanguard attack fails and the advanced guard 


commander launches an attack at 0730 hour with two 
battalions, one from White’s Hill (B.34) on to bush 
(B.4470) and the other from hut (B.2549) on to hill (B.37). 
The mounted regiment to be relieved by elements of the 
fourth battalion which will hold two companies in reserve 
in square (B.64). The mounted regiment assembling at 


White’s Hill. 


Problem 5. 
(To be solved at White’s Hill.) 
As officer commanding the First Field Ambulance, 
what arrangements would you make for the evacuation 
of casualties from this attack? 


Solution to Problem No. 5. 


Instructions would be issued for “B’ Company to 
establish an advanced dressing station just off main road 
at White’s Hill (B.34). Two motor ambulance cars 
will be detailed to evacuate the casualties to the main 
dressing station at Evansdale. A non-commissioned 
officer and one squad will be attached to the medical 
officer of each battalion moving forward to the attack. 


NAKRATIVE (continued). 
11. The advanced guard has not made much progress and 


the divisional commander decides that it is impracticable 
to advance further towards the traffic bridge and orders 
the Second Brigade to make a flank attack through the 
very difficult country. (Squads B.26-27-28-38-49-W.40-50-61). 
The forward battalion to cross the river at 1200 hours. 


The First Field Ambulance is all employed. 
The Second Field Ambulance is due to debus at Mer- 


chiston at 0840 when its horse-drawn transport will join 
it. Its motor ambulances have been at Evansdale school 
since 0750 hours. 


The Third Field Ambulance will leave Dunedin in lorries 


at 1025. Its horse-drawn transport will be at Merchiston 
at noon. Its motor ambulances are at Evansdale school at 
0830 hours. 


As Assistant Director of Medical Services of the First 


Division you appreciate the fact that it will be impossible 
to take the transport of any field ambulance over the very 
broken country through which the Second Brigade is to 


advance. 


Problem 6. 
(To be solved at White’s Hill (B.34).) 


As Assistant Director of Medical Services of the First 
Division, make arrangements for the evacuation of the 
wounded of Second Brigade and give any other in- 
structions necessary for the general evacuation of 
wounded. 

Solution to Problem No. 6 


The officer commanding No. 2 Field Ambulance would 
be instructed to detail “A” and “B” Companies to 
* accompany the Second Brigade in their flanking move- 
ment, manhandling the stretchers and necessary equip- 
ment. If he has not sufficient bearers to do this, he 
would make application to the brigade major for extra 
men. He would be instructed that, owing to the 
difficulty of bringing stretcher cases up through the 
hills, he should form a collecting post across the river 
in B.2576. The wounded would have to remain at this 
post until the troops had advanced into Hawkesbury 
to enable transport to be brought round to the collecting 
post. The light and heavy motor ambulances of the No. 

2 Field Ambulance should be instructed to part at 

schoolhouse in B.43. 

For the purpose of instruction it was decided not to 
pool the bearers and cars of the Division, but to work the 
ambulances as units attached to their respective brigades 
with the exception that only one main dressing station was 


established. 
Problem 7. 


(To be solved at White’s Hill (B.34).) 


Information comes through at 1500 hours from White’s 
Hill that very few cases are coming through, although 
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the Second Brigade reports that at least 120 cases are 
lying out at B.49 at a regimental aid post under cover 
of a bank. Heavy sniping is being carried out by the 
enemy who are shelling with accuracy all possible tracks. 
It is stated that there are no ambulance bearers at the 
regimental aid post. The general officer commanding 
wishes an explanation in regard to the situation from 
the Assistant Director of Medical Services and the latter 
is asked to explain in writing the probable causes and 
how he proposes to remedy it. The officer commanding 
the First Battalion, Second Brigade, has been reported 
as seriously wounded. Has the Assistant Director of 
Medical Services any information as to his location and 
condition? 

Solution to Problem No. 7. 


It would appear that no stretcher squads were definite- 
ly detailed to be attached to the regimental aid post of 
the Second Brigade battalions at 1200 hours when they 
were timed to move off. In subsequently attempting 
to find the battalions the stretcher squads were diverted 
by the enemy activities and eventually lost all touch. 
A guide has, however, been found and is taking a 
stretcher squad to the regimental aid post in B.4093. The 
squads have been instructed to take all cases there. An 
urgent message has been sent back that the officer com- 
manding First Battalion, Second Brigade, has been 
located, he has been dressed, his condition is good and at 
present is in the collecting post. 


This problem furnishes a good example of a situation 
which will always arise where stretcher squads under a 
non-commissioned officer or senior soldier have not been 
detailed to the medical officer of each battalion before the 
brigade advances to the attack. When an officer command- 
ing a battalion or officer of higher rank is admitted to a 
field ambulance, an urgent message must be sent to the 
division through the Assistant Director of Medical Services. 


NARRATIVE (continued). 


12. At 1400 hours the enemy is weakening his hold on 
the Merton position and the First and Second Brigades 
are both advancing and by 1500 hours the enemy has been 
driven across the Waikouaiti River at Traffic Bridge 
(W.90) and the Second Brigade is doing well in the 
vicinity of Durdon’s Hill. . 

The Third Brigade is brought forward in ’buses to 
Merton Post Office (B.56) and ordered to leap-frog through 
the First Brigade and drive the enemy out of Hawkesbury. 

At 1500 hours the medical situation is as follows: 


(a) The main dressing station which was established 
by headquarters of the First Field Ambulance at Evans- 
dale at 0645 has dealt with 400 cases (of which 100 were 
gas casualties) and a steady stream is still arriving. 

(bo) The advanced dressing station (B.43) established at 
0545 hours by “A” Company of the First Field Ambulance 
has dealt with 200 cases and very few are now coming in. 

(c) The advanced dressing station at White’s Hill (B.34) 
established at 0745 by the “B” Company of the First Field 
Ambulance has dealt with 120 cases and a steady flow 
is arriving. 

(d) The collecting post with the Second Brigade which 
was established at B.4093 at 1500 hours by the “B” Com- 
pany of the Second Field Ambulance has dealt with 100 
cases and a steady stream is arriving: 

Owing to difficulty of carry this advanced dressing station 
cannot be cleared. 

(e) The personnel of the Third Field Ambulance is in 
*buses with the Third Brigade, but its headquarters trans- 
port cannot arrive at Merton Post Office before 1700 hours. 

The motor ambulances of the Third Field Ambulance are 
at Evansdale School. 


Problem 8. 


(To be solved at 19 Mile Stone.) 


At 1600 hours a number of wounded are arriving at 
Merton Post Office. As officer commanding No. 3 Field 
Ambulance you are ordered to establish an advanced 
dressing station at White’s Farm (B.56). 


State what action you would take. 


Solution to Problem No. 8. 


The officer commanding No. 3 Field Ambulance would 
order the officer in command of the “A” Company of the 
Third Field Ambvlance to establish an advanced dregs- 
ing station and to requisition on the inhabitants for 
the necessary bedding, suitable tables et cetera for equip. 
ping the advanced dressing station; pending the arriva] 
of the equipment he would also send a request to the 
,advanced dressing station at School (B.43) for instru- 
ments, dressings and medical comforts. 

A message will be sent to the Assistant Director of 
Medical Services telling him that the advanced dressing 
station has been established and the wounded are ready 
for removal. 


NARRATIVE (continued). 


13. At 1800 hours the Second and Third Brigades have 
driven the enemy back and have consolidated a line from 
Tumai to Durdon’s Hill. 

At 2000 hours the Second Brigade is withdrawn to 
station (X.35), the Third Brigade having taken over its 
portion of the front. 

The situation now is that the Third Brigade is holding 
line with first mounted regiment west of Durdon’s Hill 
and the First and Second Brigades in Hawkesbury. 


Problem 9. 
(To be solved at Hawkesbury.) 
As Assistant Director of Medical Services of the First 


Division, what arrangements would you make for the 
evacuation of the sick and wounded from the Division? 


Solution to Problem No. 9. 


Instructions would be issued to the officer commanding 
the No. 3 Field Ambulance to establish a main dressing 
station with his headquarters at Falconer’s Farm (B.99). 
He will also establish an advanced dressing station at 
the Dairy Factory, Hawkesbury (X.22), with one com- 
pany of his unit. He will arrange to clear the sick and 
wounded from the advanced regimental posts to the 
advanced dressing station at regular intervals and from 
the advanced dressing station to the main dressing 
station. 

Issue instructions for No. 1 and No. 2 Field Am- 
bulances to close the advanced dressing station and main 
dressing station and to be billeted in their brigade area. 
Officers commanding No. 1 and 2 Field Ambulances 
would be instructed to send all their motor ambulances 
by the road running north-west and west from Falconer’s 
Farm, passed Arbell’s Farm (W.70) and Buckland’s 
Crossing (W.40) to the collecting post B.4093 and 
evacuate the wounded to the main dressing station at 
Falconer’s Farm. 

Divisional and Corps Headquarters will be informed 
of these changes. 


Problem 10. 
(To be solved at Hawkesbury.) 


The Director of Medical Services has decided to recom- 
mend that a casualty clearing station be moved up nearer 
to front area. 

You are Deputy Director of Medical Services of the 
First Corps. State who will make the arrangements 
and with whom, also select a suitable site for the 
casualty clearing station and give your reasons for 
selecting the place. 


Solution to Problem No. 10. 


The Deputy Director of Medical Services of the First 
Corps will issue instructions for the move of the light 
section of the casualty clearing station through the A 
branch of the staff. He will arrange with Q branch of 
the staff for transport for the removal of the casualty 
clearing station. 

The Deputy Director of Medical Services will notify 
all concerned of the move, stating the place at which 
the casualty clearing station will be established and 
the hour at which it will be open to receive patients. 
The Seacliff Asylum (B.73) is the most suitable in the 
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district for a casualty clearing station as the building 
is already equipped (the patients have been evacuated 
to the base) and there is room for expansion. It is near 
a good road and near the railway main line and a branch 
line could easily be laid into the hospital grounds. 

The equipment of the remaining portion of the casualty 
clearing station will be packed in the possibility of an- 
other move. 

Secret. Copy No. 


Brownland Expeditionary Force. 
Operation Order No. 4. 
February 4, 1927. 


Reference: Dunedin Topographical Survey. 
1. It is reliably reported that the enemy (strength one 


brigade, two brigades of infantry and two brigades of 
artillery, which force is proceeding southward with a 
view to attacking the Brownland Expeditonary Force 
today. 

2. The division with the first mounted rifles and the 
first medium artillery brigade attached will move 
today in accordance with attached march table and 
establish a line: Hill (Square S$.54—Tumai Station 
(X.35)—Mount Baldie—Durdon Hill. 

3. Advanced Guard. Colonel-Commandant R. Snooks. 
First Regiment Mounted Rifles, First Brigade Field 
Artillery, First Field Company, First Infantry Brigade, 
First Fiela Ambulance. 

4. No. 1 Squadron Royal Air Force will cooperate 
with the division throughout the day. 


mounted regiment brigade and two infantry brigades with 
artillery and armoured cars) is entraining at Burnham 
(200 miles north of Dunedin) and may be expected to 
attack us to-morrow. 

2. (a) The First Division will move north tomorrow and 
seize and make good a bridgehead north of traffic bridge 
(X.00). (0b) The First Regiment Mounted Rifles and First 
Medium Artillery Brigade will come under the command 
of First Division for the operation. 


5. The Third Infantry Brigade, Third Field Com- 
pany and Third Field Ambulance will move the entire 
distance by ’bus and must be prepared to come into 
action ex ’bus and without resource to the first line 
transport. 

(a) Reports to Quayles Mena Manor (G.3754). 

(b) Advanced report centres will be established 
successively at the sixteenth milestone (B.30), cream- 


3. No. 1 Squadron Royal Air Force will cooperate with 


the First Division during the operation. 


4. Reports to Post Office, Port Chalmers. 
5. Acknowledge. 
(Sed.) J. Brown, 
Colonel on the Staff—General Staff, 
Brownland Expeditionary Force. 


Issued by S.D.R. at 2245 hours. 


Secret. Copy No. 


Brownland Expeditionary Force. 
Administrative Instructions No. 16. 
February 4, 1927. 


1. Reference is made to Brownland Expeditionary 
Force Order No. 4 dated February 4, 1927. 

2. Supplies. (a) Supply railhead for the First 
Division and attached troops will open on February 5 
at Waitati Railway Station (G.45). (b) One divisional 
train will draw direct from the Main Supply Depot 
on February 5 and direct from railhead on February 
6 and direct from railhead on February 6. 

3. Ammunition. Divisional and Corps Troops Ammu- 
nition Companies will draw direct from Main Ammu- 
nition Depét on February 5 and 6. 

4. Medical. No. 1 Casualty Clearing Station will be 
established by 0900 hours tomorrow in paddocks at 
G.3653 (Merchiston). 

5. Mechanical Transport. (a) No. 2 and No. 2 
Division Maintenance Companies will each place 88 
three-ton lorries at the disposal of the First Division 
for twenty-four hours commencing at 0001 hour Feb- 
ruary 5. The Corps Troops Maintenance Company 
will similarly furnish 35 three-ton lorries. (0b) The 
Corps Troops Maintenance Company will also place 
eight three-ton lorries at the disposal of the First 
Casualty Clearing Station for twenty-four hours com- 
mencing at 0001 hour February 5. 

6. Prisoners of War. The advanced post mainten- 
ance will establish a cage at Evansdale Racecourse 
(G.48) by 0900 hour tomorrow. 

7. Veterinary. The veterinary expeditionary ser- 
vices will be established at house (B.7936) by 1200 


hour tomorrow. 
(Sgd.) J. GREEN, 
Colonel on the Staff, D.A. and Q.M.G., 
Brownland Expeditionary Force. 
Issued by S.D.R. at 2330 hours. 
Secret. Copy No. 


First Division Operation Order No. 3. 
February 5, 1927. 
Reference (a) Dunedin topographical survey, (b) 
special sketch. 
1. Reliable information has been received that the 
enemy has yesterday entrained one mounted rifle 


ery (B.56) and road junction (B.8893) on these places 
being occupied by the main guard. 
6. Acknowledge. 
(Sged.) J. 
Lieutenant-Colonel, G.S.0.1, First Division. 
Issued at 0100 hours by S.D.R. 
Secret. Copy No. 


First Division Administrative Instruction No. 9. 


Issued in Amplification of the First Division Operation 
Order No. 3 dated February 5. 
February 5, 1927. 

1. ’Bus Arrangements. 

(a) The first and second division maintenance 
companies will each furnish eighty-eight 
lorries and the corps troops maintenance com- 
pany will furnish three lorries to be drawn 
up in following order: First division main- 
tenance company, second division maintenance 
company, corps troops maintenance com- 
pany, with head at Road Junction (M.7385) 
at 0530 hour (facing N.E.). This column will 
be under command of Major X. (R.N.Z.A.S.C.) 
and will load and proceed to Merchiston under 
orders of Colonel-Commandant of the second 
brigade. 

(b) The second brigade, second field company and 
second field ambulance will ‘“debus” in Mer- 
chiston and convoy will proceed via Main Road 
to the southern recreation ground. 

(c) The above convoy will then be at disposal of 
Colonel-Commandant of the third brigade at 
the southern recreation ground (Q.89) at 1000 
hour and will proceed according to march 
table to Hawkesbury. 

(d) Corps troops maintenance company will 
furnish four lorries to report at the Post 
Office, Port Chalmers, at 0430 hour and will 
be at disposal of field park company to con- 
voy that unit in accordance with march 
table. These lorries will remain with field 
park company till 0900 hour on February 6. 

2. Supplies. Supply lorries of the division train will 
draw rations from the main supply depét today which 
they will leave at 1700 hour, moving vid Warrington 
(G.59)—meeting point. Omimi dairy factory (B.61). 

3. Traffic Control. Troops are not to halt, ‘“embus” 
or “debus” in the main road between Waitati and 
Evansdale schools (inclusive). 

4. Veterinary. The mobile veterinary section will 
be established at Seacliff lunatic asylum by 1300 hour 
today. 
(Sgd.) J. YELLow, 

Lieutenant Colonel A.A. and Q.M.G. First Division. 

Issued at 0100 hours by S.D.R. 
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ScHEDULE SHOWING DISTRIBUTION OF TROOPS ON FEBRUARY 4. 


q 
: Divisional Units. Non-Divisional Units. Lines of Communication Troops. 
38 
At Blueskin Bay. 
& H.Q. 1st Brigade at Manor (G.3654) .. 1st M.R. at Storey’s (G.39 
Ist Pattalion on Outpost from Wilson’s ) 
60) to Huggins’s Farm 
Me) ond Battalion, Evansdale SO) 
G 3rd Battalion, Raich’s (G.37) ..... cece 
So 4th Battalion, Nicols (Sat 
ist Brigade, F. A. Merchiston (G.35) . 
on 1st Field Company, Merchiston (G. 35) 
be] Proportion Baggage Lorries for Blueskin | 
a Bay Troops, 1st Field Ambulance .. | 
- At Port Chalmers. 
G.H.Q. 1st Bchelon. 
=f H.Q. Ist Division Artillery ............ | H.Q. of Services. 
3 g Sub-Area Commandant. 


| 


1st Field Park Company ............ 


Proportion Baggage Lorries for neue | 


2nd Field Ambulance ..............-... 
1st Division Hygiene | 
Provost Company (less 1 ‘Boction 


At Dunedin. 


Area Commandant. 


8 1st Medical Artille Brigade . | Army Troops Company, Royal Engineers. 
Company, Royal Engineers. 
2nd Brigade Field Artillery .......... | No, Electrical and Mechanical Store Depét, Royal Engineers. 
Royal Engineers ........ 
ac rigade Fie e ny, oya 
ance 
Divisional Ammunition Column ....... | Corps Signals Railway Company, Royal 
Divisional Ammunition Column ........ | No. 1. Division Maintenance Company, 


No. 1 Mobile Veterinary Section ...... | No. 2 Division Maintenance Company, 
1st Section Divisional Provost Company | Corps Troops Maintenance Company ..... 
No. tf ale Motor Transport P Company, 
Lines of Communication Signals. 


H.Q. Main Supply Depét. 
Lines of Communication Supply Com- 


pany. 
pavers Depét Medical Stores .......... Field Bakery. 
Field Butchery. 


0. Field Ambulance (non-divisional) 
No 1 Casualty Clearing Station ......... No. 2 Auxiliary Horse Transport Com- 
pany, R.A.S.C. 
No. 2 Casualty Clearing Station ........ . | Advance Horse Transport Company. 
No. 1 Mobile Ambulance Corps ..... atte Resets Motor ‘Transport Company, 
No. 3 Hygiene Section ..........seeeeee8 Auxiliary, Motor Ambulance Company, 
on 
and Bacteriological 
No.1 Mobile Workshop ..2.221222121111 | Heavy Repair Shop, Motor Transport. 
No. 2 Mobile Workshop Depot. 
No. 1 Ammunition No. 4 Hygiene Section. 
General Stores Company, R.A.O.C. ...... No. 5 Hygiene Section. 
args Mask Repair Workshop ef 1 General Hospital (1,200 beds). 
No 2 General Hospital (600 beds). 


.. | Convalescent De 
Provost Signaller . Military Prison. 
No. 3 Provost Company ................: Base Depdt. 
and 3 Signaliers, R.AT. 
Advance <Afreraft Pack 


6th Battalion | | 
7th Battalion | 
| 
; 
| No. 1 Auxiliary Horse Transport Company, : 
RASC. | 
Corps Troops Ammunition Column, ‘ 
| LASSE. 
| 
| 
| 
| 
| 
| 
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Distribution list as per Division Operation Order No. 
3 plus Copy No. 31 to A.D.V.S. 

Note: Division would have arranged extra mounted 
troops for the mobile veterinary section and provost 
company. 


REMARKS BY THE DIRECTING STAFF. 


Those attending the exercise were addressed on Feb- 
ruary 4, 1927, by the Director of Medical Services on 
medical organization and by Lieutenant-Colonel Thoms who 
explained the general situation; Lieutenant-Colonel Thoms 
showed specimens of the various orders required and also 
demonstrated by a graph the movements of the various 
units of the Division. 

The officers attending the exercise were divided into eight 
syndicates, each syndicate being led by a senior officer 
of the Australian and New Zealand Medical Corps. 

On Monday, February 7, 1927, the officers attending the 
exercise assembled to hear the criticism of the directing 
staff on each syndicate’s work. A discussion also took 
place on each problem and its solution. 

The Directing Staff in criticizing the solutions sent in by 
the syndicates wished to record its gratification at the 
general excellence of the solutions, especially the general 
skilful handling of situations requiring initiative. The 
absence of details in some of the solutions was accounted 
for by the fact that the scheme had to be completed in one 
day. It was also evident that very few had had experience 
in working the new organization of a field ambulance. The 
staff considered that the solutions showed that two great 
lessons had been particularly emphasized: (i) The neces- 
sity of detailing stretcher squads to be attached to regi- 
mental medical officers of battalions prior; to going into 
action, thus insuring a communication between regimental 
aid posts and advanced dressing stations and (ii) that 
evacuation from the main dressing stations to the casualty 
clearing stations was by a M.A.C. which was a company’s 
unit and so not under the control of the Assistant 
Director of Medical Service division. The Directing Staff 
also pointed out that a tactical exercise was primarily an 
instructional exercise and must therefore of necessity 
be arranged to follow closely the text books and regula- 
tions. As far as official solutions were concerned, thése 
must be based strictly on established custom. Moreover, 
conditions had to be modified a good deal to condense 

such a tactical exercise into one day’s work, 


Special Weeting. 


THE ROLE OF THE MEDICAL PRACTITIONER IN THE 
PREVENTION OF DISEASE. 


By J. NEwmMANn M.B., B.S. (Melbourne), 


Honorary Surgeon to Out-Patients, St. Vincent’s Hospital, 
Melbourne. 


THERE is a growing conviction of the need to 
recognize the essential unity of the preventive and 
and curative activities of the medical profession. 
A survey of some of the literature of preventive 
medicine shows a unanimous insistence on _ this 
blending which has been increasingly manifest since 
the close of the Great War. The successful applica- 
tion of the methods for the prevention of disease 
amongst the armies in this and other recent cam- 
paigns was the greatest practical demonstration 
the world has ever seen. In a larger army than 


had ever before been in the field, the incidence of 
disease was often lower than in times of’ peace. 
The desire to repeat these results in the civil popula- 
tion has been baulked by the impossibility of apply- 
ing military methods to the ordinary citizen and to 
the medical profession. There is also an obstacle 


in the absence of an educated public opinion on 

the part of the one and a definite preventive pro- 

gramme on the part of the other. 

Sir George Newman has pointed out that the 
foundations of the modern public health system were 
laid in the Hunterian period and that this was the 
work of the private practitioner. “The conception 
of practical prevention was born in his mind and 
sprang out of his clinical study and experience.” 

Although public health work was originally per. 
formed by the general practitioner, its direction has 
gradually passed into the hands of specialists who 
devote their whole time to it. Notable work in the 
prevention of disease has been and is still being done 
by individual general practitioners, but the primary 
objective of the practising profession is the cure of 
disease. Although it may be said of the medical 
profession as a whole, with Osler: “No longer is 
our highest aim to cure, but to prevent disease,” yet 
the work for which the medical practitioner is 
primarily trained, is the treatment of disease and 
this is his daily business. The problem which con- 
fronts the leaders of the campaign for prevention is 
how best to enlist the general body of the practising 
profession in the work of the prevention of disease. 
A very great deal of propaganda work has been done 
in this direction and some practical suggestions have 
been made. 

The strategic importance of the general prac- 
titioner in the fight against disease and in the pro- 
motion of health has been referred to so often and 
so eloquently that it is unnecessary to linger on 
this aspect of the matter. The report of the recent 
Royal Commission on Health in Australia says: 

Medical practitioners are among the first to come into 
relation with those who are affected with illness. They 
have the first, and consequently generally the best oppor: 
tunity of taking or advising steps for prevention, especially 
when the illness is infectious. 

It is generally recognized that the relative import- 
ance of the prevention of disease is not sufficiently 
emphasized in the training of the medical prac- 
titioner and the recent request of the General Medi- 
cal Council is designed to remedy this defect. A 
graduate of 1926 who obtained first-class final 
honours in all subjects, and who may therefore be 
regarded as observant, sums up his impressions of 
the teaching of preventive medicine in the Medical 
School of the University of Melbourne in these 
words: 

In medicine I think one rather gains the impression 
that it is the diagnosis and treatment that matters most. 
In surgery, again, there is little mention of “prevention,” 
unless one classes the careful teaching of asepsis as part 
of preventive medicine which I suppose it really is. On 
the whole I think the impression gained during the course 
is, oh, of course, preventive medicine—most important, but 
that’s the business of those public health fellows, isn’t 


it? And most of us are not going in for that, so we had 
better stick to diagnosis and treatment. 


The medical student ends his undergraduate days 
in an intense concentration on the diagnosis and 


treatment of established disease in sick people, 


spends a year or two in hospital which is not con- 
cerned with prevention and passes into practice to 


earn his livelihood, not by preventing but by diag- 
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nosing and treating disease, the work for which he 
has been trained. There is no trend towards pre- 
vention in his mind. The desire to prevent disease 

does not possess him and it is actually opposed to 

his economic needs. If his “highest aim” is to be 

prevention, then there must be a steady inculcation 

of the ideal of prevention from the day he starts 

his medical studies. In no medical school is this 

done. It is, therefore, necessary to stimulate the 

interest of the general practitioner in the prevention 

of disease. The Federal Committee report states 

that there is a lack of inducement for the prac- 

titioner to develope his public health knowledge and 

the official statement has been made by the British 

Medical Association in England that “it is essential 

that the attention of all practitioners should be 

directed continually to the preventive aspects of 

their work.” These statements indicate the existence 
of a general impression that there is an absence 
of a constant realization of a preventive aim in the 
profession. This impression is supported by in- 
quiries made recently amongst individual prkc- 

titioners, none of whom was able to state that they 
intelligently adopted definite preventive measures 
in their practice. 

An educated public opinion on matters of health 
promotion and disease prevention is a sine qua non. 
It has been said that “the most perfect system of 
preventive medicine in the world would not reduce 
preventible disease more than 20%. The other 80% 
depends on individual knowledge and action.” It 
is probably true that the greater part of the know- 
ledge of health possessed by the ordinary private 
citizen is learned from his family doctor, to whom 
he will listen when he will not read the literature or 
listen to the lectures of health promotion propa- 
gandists. The family doctor is, as Newman says, 
“the missionary of health.” 

No opportunity should be lost of telling the facts 
of the prevention of disease and even at the risk 
of losing patients the profound belief in the bottle 
of medicine as the chief preventive and curative 
agent should be eradicated. 


“For those who seek him in time of sickness,” 
says Fitzgerald, “the physician’s office should be a 
health centre available for the purpose of health pro- 
motion and disease prevention, thorough examin- 
ation, advice and teaching. By such teaching the 
value of ante-natal care, of infant and child age 
‘supervision and periodic medical examination will 
be comprehended by the patients who come under 
the care of the private physician.” 


Although publicity work is seldom welcomed by 
the general practitioner, it is quite permissible and 
indeed desirable for him to take suitable public 
opportunities to aid in the work of prevention in 
his own district. This he can do by giving service 
on committees, for example, of baby welfare centres, 
in municipal bodies and more especially in Parlia- 
ment or by delivering lectures on the preventive 
aspects of medicine under the auspices of organiza- 


the American Medical Association, “must unceas- 
ingly preach—preach pure water, fresh air, sun- 
shine, sanitary environment, plain wholesome food, 
exercise and right living—to defeat the powers of 
darkness and bring the purity of heaven to earth.” 


Advice is often sought, though not frequently 
enough, by those about to marry and it is some- 
times the unpleasant duty of the doctor to repeat 
the famous advice “Don’t.” The prevention of 
diseases transmitted by parent to offspring may 
thus be effected. Knowledge of the existence of 
venereal disease, tuberculosis, alcoholism, drug 
habits, mental diseases, epilepsy and hemophilia 
will aid the doctor in this preventive work by 
enabling him to point out the dangers which may 
follow marriage. 

Again apparently healthy people at times apply 
for examination. They should be greeted neither 
with an amused smile nor with a frown, but should 
be given a serious and thorough examination. 
Periodical overhauls should be encouraged by the 
general practitioner. There is a large field in pre- 
ventive medicine in the detection of disease in its 
incipience, before it has given rise to symptoms 
which would lead the patient to consult a physician, 
and in the correction of habits of living or personal 
hygiene which would predispose to disease. Exam- 
ples are cancer, tuberculosis, hypertension, early 
cardiac impairment, diabetes, obesity, constipation 
and infected tonsils. These conditions can be de- 
tected only by systematic examination of the 
apparently healthy. The Government cannot per- 
form this service; the family doctor must be called 
on to render it. 

Although the general adoption of such examin- 
ations is so desirable, there are some difficulties in 
the way, as for example in the absence of accepted 
standards of health and also from the financial 
point of view. Although it is claimed that in con- 
tract forms of practice it would pay the doctor to 
keep his healthy patients well, this would involve 
the periodical examination of them and _ their 
dependants. At the present rate of lodge remunera- 
tion this would not provide a very comfortable live- 
lihood, if the examinations were thoroughly made. 
The busy lodge doctor would have no time for such 
work. 


Dr. Hone had said that “what is needed for the 
practice of medicine is the spirit of research 
through all the practitioners” and the late Sir James 
Mackenzie would have all general practitioners to 
be investigators. “There are fields of reasearch,” he 
said, “which block the advance of medicine which 
can only be worked out by him.” Research by 
general practitioners has received neither adequate 
encouragement nor aid and yet the potential value 
of such research on practical lines is almost univer- 
sally recognized. Here is one direction in which 
valuable work could be carried out in cooperation 
with public health authorities. Notable instances of 
the value of such work are available as examples: 


tions approved by the British Medical Association. 
“We, as ministers of health,” said the President of 


the Hookworm Campaign in Australia, the investiga- 
tion into diphtheria in Tasmania, the well-known 


529 | 
; 
on 
ro- 
he 
ere 
the 
ion 
as 
who | 
the 
one 
ary 
of 
cal 
is 
vet 
ig 
nd 
n- 
ig 
= 
le 
ye 
)- 
d . 
) 
| 
| 
| 
| 


- of mineral and organic poisoning, in addition to pre- 


Supplement to THe MepicaL JOURNAL OF AUSTRALIA. 


DECEMBER 17, 1927, 


Framingham experiment in tuberculosis in America. 

The practical aid in the prevention of disease which 
can be given by general practitioners on research 
lines was thus demonstrated. Such cooperative 
effort also serves to keep the preventive aspect of 
his work well before the general practitioner. 

The public duties in connexion with prevention 
of disease are performed mainly by whole-time 
Officials, but certain legal obligations are imposed 
on the practising profession. These comprise mainly 
notification of certain prescribed infectious and 
other diseases. No administrative duties are 
assigned to him, although he comes into particular 
relationship with the State in other ways not 
especially concerned with the prevention of disease. 
Public health officials regard notification as import- 
ant and complain that it is incomplete and delayed, 
especially of tuberculosis. They state that full co- 
ordination between the general practitioner and 
public health authorities has not yet been attained. 
In this connexion the Federal Committee in its 
report on the cooperation of the medical profession 
in public health states that: “in no State is the 
service of the practising practitioner officially 
utilized for the prevention of disease to any degree 
consistent with his knowledge and opportunity” and 
in recommending the linking up of the general prac- 
titioner into active participation in the administra- 
tive scheme, makes concrete suggestions to this end. 
These have been already published and include 
notification of births, still-births, deaths and cases 


scribed infectious diseases, statutory administra- 
tive duties in the control of infectious diseases (as 
by examination and preventive inoculation of con- 
tacts), and the issuing in writing of prescribed 
methods of disinfection and other duties as pre- 
scribed by regulation. The Royal Commissioners con- 
cur in these suggestions and also suggest that special 
and detailed reports shall be furnished in all cases of 
puerperal mortality. They recommend also that 
such statistics as are required shall be furnished by 
medical practitioners. These new duties of notifica- 
tion, administration and reporting would be addi- 
tional legal obligations; for the performing of them 
payment would be made; for their neglect penalties 
would be imposed. 

There is no doubt that on these lines very much 
aid would be given to the health department in 
carrying out its necessary duties. The attachment 
of such functions to the family doctor would also 
serve to remind him more constantly of his pre- 
ventive réle. Many of them would require only 
occasional performance and would not add very 
materially to his burden of work. 

It is impossible to forecast all the duties which 
may be legally imposed on medical practitioners, 
but a few may be mentioned as examples. Those 
concerned with the control of infectious diseases 
would probably be the most important and most 
easily imposed. The following have been suggested 
by Dr. Cumpston: 

Taking and forwarding swabs from diphtheria 


Obtaining verification of diagnosis in suspected 
cases of typhoid fever. 

Sending for examination specimens of feces 
before release of patients after typhoid fever. 

Inoculating all house and family contacts with 
: prophylactic dose of vaccine in case of typhoid 

ever. 

Examining and reporting upon the condition of 
all houses and family contacts in the presence of 
open tuberculosis and advising the district health 
officer of the presence of any early manifestations 
of tuberculosis, together with recommendations for 
appropriate institutional treatment. 

In many other directions, for example, in con- 
nexion with infant welfare work, prevention of puer. 
peral mortality, treatment of ascertained defects in 
school children, the practising profession as a whole 
could be included in a comprehensive scheme under 
the general direction of the health department for 
the improvement of the standard of community 
health. 

With the advance of knowledge in the manage- 
ment of infectious disease there will be added 
further similar duties about which public health 
officials could give more precise information. None 
of them is beyond the skill of the well-trained prac- 
titioner. Many of them would require attention only 
at long intervals and the profession would not be 
justified in obstructing their imposition or in failing 
to perform them. Sir George Syme said at the last 
Congress: “Every conscientious practitioner does 
help in the prevention of disease as opportunity 
offers” and many practitioners already voluntarily 
include such functions as have been mentioned in 
their ordinary work. They feel a moral respon- 
sibility to give directions for the isolation of patients 
suffering from communicable diseases and to quaran- 
tine or disinfect, examine and give prophylactic 
inoculations to contacts. It would be no great 
hardship to convert the moral responsibility into a 
legal one. 

The notification of births, still-births, and deaths 
to the district medical officer will result in more 
accurate certification. The alert practitioner who 
recognizes a case of mineral poisoning, is awake to 
the need for prevention and has in the past usually 
taken steps to bring its incidence under the notice 
of responsible people. Again, with reports on puer- 
peral mortality, that most regrettable and prevent- 
ible of deaths, no valid objection can be made. 

All these new duties, in addition to the great 
help afforded by them to the health deprtment, will 
improve the standard of practice. The conscientious 
practitioners—and they are in the majority—will 
be aided in both curative and preventive work; those 
who are dilatory and slack, will be shown up and 
will be compelled to improve the quality of their 
work. 

It is recognized that every facility, diagnostic and 
otherwise, should be placed within the reach of all 
practitioners who will be called upon to carry out 
these duties. 

Another suggested legal obligation is that of the 


patients and contacts. 


furnishing by medical practitioners such statistics 
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as are required to the statistician. Lack of know- 
ledge of the extent of morbidity in the general public 
is deplored by public health authorities and they are 
casting envious eyes on the possibility of supplying 
this need from the facts in the possession of the 
practising profession. Such knowledge is necessary 
in dealing with the prevention of preventible sick- 
ness, a8 opposed to mortality. There are no adequate 
morbidity statistics. The total volume of sickness 
and the amount due to various causes can only be 
estimated in a very general way. A compulsory 
furnishing of statistics, such as has been recom- 
mended, would no doubt add very considerably to 
the clerical work which is never welcomed by the 
busy practitioner. A similar regulation was objec- 
ted to by panel doctors in England, but no protest 
has yet been voiced in Australia on the proposal. 


Here again, as Dr. Cox has said, such a duty 
“may have a useful disciplinary effect on many who 
are unbusinesslike and keep no records of their 
cases.” It has often been found by Repatriation 
Commissioners and others that records of cases are 
not kept by some practitioners, but this very neces- 
sary duty is being performed more generally and an 
annual scrutiny and classification of these records 
would be of immense educational value to the indi- 
vidual doctor, as well as to the nation, if made 
available. 

Many schemes have been suggested by which the 
practising profession shall become an integral part 
of the personnel which guards the health of the 
people. They take the form in most instances of the 
formation of health districts with local control 
under central supervision. There is no scheme yet 
formulated which defines the complete detailed rela- 
tionship of the general practitioner. This is a diffi- 
cult but not impossible task and it is necessary that 
it shall: be done. Such a scheme should have regard 
to the preservation of the independence of the prac- 
titioner who is not yet ready for nationalization. 
His preventive duties must be made compatible with 
his curative work. The particular activities of a 
public kind must be enumerated and defined. Ade- 
quate facilities for diagnosis and for the perform- 
ance of other duties must be available and within 
reasonable distance. A fair and reasonable rate of 
payment for the performance of preventive duties 
must be fixed and this should be on the same scale 
as the fees received for curative work. The diseases 
treated in private practice have been materially 
affected by the results of preventive medicine in the 
last twenty-five years. Typhoid fever, advanced 
tuberculosis and venereal disease and severe anemia 
are amongst the diseases less frequently met with. 
Still further changes may be expected and these 
changes will in large part be due to the amount 
of preventive work being done by the private prac- 
titioner. Remuneration must therefore be made to 
balance that lost by the disappearance of disease or 
the medical profession will be in danger of 
extinction. 

The State has never very earnestly sought the 
cooperation of the medical profession on a big scale 
in the campaign against disease. The salaries paid 


to its own whole time medical officers of health are 
inadequate and unattractive in comparison to the 
highly important functions which the officials are 
called upon to fulfil. They compare very unfavour- 
ably with salaries paid to other State officials, 
especially in the higher ranks, whose duties are not 

of such economic value to the nation. The remunera- 

tion paid to the practising profession for the per- 

formance of statutory duties is absurdly small and 

out of date and needs revising. Fees of one shilling 

and sixpence for notification and two shillings and 

sixpence for certification offer no practical induce- 

ment to take an interest in preventive medicine. 

The establishment of free and complete supplies in. 
local depéts of throat swabs, sterilized containers — 
for pathological material, certificate forms and 

similar detailed conveniences has never been ade- 

quately attempted. The establishment of accessible 

diagnostic laboratories has been very slowly pro- 

ceeded with. In these and many other ways the 

State has failed to interest the general practitioner 

in the preventive side of his work. A genuine re- 

quest made to the medical profession to formulate 

a detailed scheme of prevention would be most 

loyally and sympathetically received. Every pro- 

nouncement on the prevention of disease made by 

the British Medical Association, as representing the 
practising profession, has insisted on the prime 

importance of the subject. This Congress and its 
predecessor placed prevention in the forefront of 
the discussions. The founders of the British Medical 
Association in 1832 remembered it in laying down 
the objects of Association ; and before a recent Royal 
Commission on National Insurance in England it 
was officially stated by the British Medical Associa- 
tion that “it is of paramount importance that regard 
should be had primarily and constantly to the main- 
tenance of health and the prevention of disease and 
not merely to the provision for the alleviation or 
cure of morbid conditions when once they have 
arisen.” 

That is the creed of every well-trained and con- 
scientious medical practitioner. He is willing to do 
his valuable part in the work of prevention and to 
regard his duty to the State in the same light as his 
duty to himself. 


THE RELATIONSHIP OF THE PRIVATE 
PRACTITIONER TO THE STATE. 


: Deputy Director-General of Health, New Zealand. 


During the past quarter century state medicine 
has shown a definite tendency to include measures 
of personal hygiene within its scope until by imper- 
ceptible stages its emphasis has come to be upon 
the individual rather than upon the environment 
and the erstwhile limited subject of public health 
has broadened out into the important one of pre- 
ventive medicine. To-day the State takes an active 
interest in the prevention and treatment of disease, 
infectious and non-infectious alike, as witness its 
many schemes dealing with such matters as ante- 
natal care, maternity and infant welfare, medical 
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inspection of school children, treatment of tuber- 
culosis and venereal diseases, et cetera. The State 
is notoriously conservative and it can safely be said 
that its incursions into the domains of medical prac- 
tice were because of the crying need for reform and 
in recognition of the fact that existing agencies 
were unable to provide the public with the standard 
of medical care which they required and demanded. 

The priyate practitioner turns a watchful eye 
upon these activities of the State and has an uneasy 
feeling that they foreshadow a continuing restric- 
tion of his own sphere of influence or possibly even 
his enforced incorporation in some scheme of State 
medical service. The position is not so black as 
he imagines, but there is certainly need for thought 
on his part. Opportunity has knocked at his door 
in the past and has at times gone unheeded. Oppor- 
tunity still knocks and it is for him to say whether 
he will answer the call and adapt himself to altered 
conditions of practice or will ignore the summons 
and leave it to be answered by the State with con- 
sequent further inroads on his livelihood. 

In this brief article it is proposed to discuss the 
relationship of the private practitioner to the State 
with a view to stressing the new outlook in medicine 
and pointing out how the profession may best cope 
with the situation which now confronts it. The 
matter is dealt with from the point of view of 
New Zealand, which has a hospital system peculiar 
to itself, consequently the remarks which follow, 
may not be wholly applicable to other places. 

The State registers the medical practitioner pro- 
vided it receives an assurance that his training has 
been adequate and that his conduct and character 
are above reproach. Registration confers the right 
to use the title of doctor, to sign death certificates 
and other legal documents, to hold hospital and 
other public appointments and to sue for fees. It 
does not give a monopoly of the practice of medicine 
as unregistered people may still treat disease sub- 
ject only to the limitations implied in the last 
sentence. 

The State in its turn imposes certain obligations 
upon the registered medical practitioner, the prin- 
cipal ones being notification of infectious and occu- 
pational diseases and certification of the cause of 
death. Notification of disease is of increasing 
importance. To-day in New Zealand this action is 
required in the case of thirty-three separate diseases. 
Despite the two shillings and sixpence which he 
receives for each notification form he completes and 
forwards to the Department of Health. the private 
practitioner is apt to find the procedure irksome 
and he can reasonably ask that the State should 
periodically review its methods and not demand 
notification unless some definite purpose is served 
thereby. “Notification,” it has been well said by 
Sir George Newman, “is the impulse which sets the 
official health machinery in motion. If the appro- 
priate machinery is lacking, notification can do 
nothing; it is merely a waste of money.” 

In the past the private practitioner has been 
interested almost entirely in curative medicine and 
preventive medicine has proved an uncharted sea 
into which he has made at most an occasional voyage 


of exploration. The reason for this has been the 
nature of his training. Until within quite recent 
years the emphasis of the medical course was upon 
the diagnosis and treatment of disease, very often 
indeed of advanced disease, and not upon its pre. 
vention. To-day a new era is opening in medicine 
which deals with positive health, not merely with 
the negative absence of disease. There is a recog. 
nition of the wisdom of the old adage that preven- 
tion is better than cure and an ever growing appre- 
ciation of the importance of preventing disease 
entirely or at least of checking it whilst in its 
earliest stages. Pathology is being displaced by 
physiology as the dominant subject in the curricu- 
lum of the medical student. The day is rapidly 
coming when the private practitioner will without 
question regard it as equally his duty to advise his 
patients how to prevent ill health and to improve 
their conditions of life as to attend at their bed- 
sides when they are incapacitated with disease. 

The orbit of the private practitioner lies between 

the consulting room, the patient’s home and the 
hospital. In all three places he can be an active 
force in preventive medicine and the activities of 
the State in each place will be in inverse proportion 
to his own. 

In the consulting room he should remember that 
a periodic overhaul of the human machine is a good 
thing and that sound advice may nip disease in the 
bud or even avert it entirely. The idea that what 
has been found good for the school child, may be 
equally good for the adult is gaining ground and 
the public is becoming interested in the suggestion 
that it should receive an annual medical examina- 
tion even if apparently in the best of health. Such 
an examination requires a careful and thorough 
investigation of each organ and function. It takes 
time and skill. The doctor must know what is 
expected of him and be prepared to give full value 
for the fee he receives. The patient who appears 
for his annual medical overhaul and is dismissed 
with habits potentially harmful left uncorrected or 
with the beginnings of disease unrecognised and 
untreated, will certainly be dissatisfied and cannot 
be blamed if he loses faith. The periodic health 
examination movement came in America before the 
doctor was prepared. Organizations such as the 
Life Extension Institute saw the possibilities and 
have largely ousted the medical profession of that 
country from their legitimate sphere. The move- 
ment is here to-day. It is hoped that the medical 
profession will organize itself for the work, as other- 
wise there is a risk that the State may be forced 
to take a hand and develope its hospital system for 
this special branch of service to the exclusion of the 
person who most properly can undertake the work, 
namely, the family doctear. 

In the home the doctor must remember that he is 
concerned not only.with the patient, but with every 
member of his family. In the case of diphtheria, 
for instance, he must be prepared to examine other 
members of the household, so as to determine 
whether they are free from infection, to advise the 
precautionary measures they must observe in order 
to avoid infection, to immunize them when necessary 
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with antitoxin or to refer them to the proper quarter 
where this procedure will be available to them. In 
the case of tuberculosis he must be prepared to 

examine contacts and to recommend what action 

they should take to remain free from disease or what 

treatment they should adopt if found to be already 

infected. If he neglects these measures, he cannot 

complain if the State steps in and does the work, 

possibly taking his patient away from him in the 

process. It is not suggested that the doctor should 

serve in this wider capacity without adequate 

remuneration. Patients who can afford it, should, 

of course, pay for any advice and treatment they 

receive. Indigent patients should be referred where- 

ever possible to the nearest hospital or if living in 

localities remote from any public institution, should 

be treated by the doctor at the expense of the 

Hospital Board. 

In the case of the hospital the position bristles 
with difficulties and there are all the elements for 
discord between the private practitioner and State. 
The hospital system of New Zealand provides a most 
excellent service for the public, but is not always 
quite fair to the doctor. The private practitioner 
complains in the first place that some of the 
hospitals are staffed by full-time medical officers, 
thus depriving him of the opportunity of clinical 
experience and in the second place that the State 
competes unfairly with him in so far as patients 
able to pay for private treatment are at times 
admitted to the public hospitals. 

As regards the first complaint there is no doubt 
that it is in the interests of the community as a 
whole that the privileges of hospital practice should 
not be confined to a few full-time medical officers 
of the Boards, but that as many private practitioners 
as possible, compatible with the smooth and efficient 
working of the institution should be on the staff. 
In this way the hospital takes its rightful place 
as the most important force in post-graduate medical 
education and skill and experience acquired in the 
hospital are spread over the whole community to 
the benefit of all parties concerned. 

As regards the second complaint the principle 
behind the hospital system of the Dominion is that 
the resident of a hospital district may, irrespective 
of his financial position, claim as his right that he 
shall be admitted to the public hospital for treat- 
ment. This principle is too deeply rooted to be 
lightly overthrown. The State which in its ultimate 
resort is public opinion, may sympathise with the 
doctor in his dilemma, but certainly is not likely, 
while remedying an injustice to one limited section 
of the community, to impose a greater injustice 
upon a larger body of people. 

It would appear then that there is an impassable 
barrier in the way of a smooth relationship between 
the private practitioner and the State, but as so 
often happens in the case of impassable barriers, 
there is a way round. The way round in New 
Zealand is the paying ward for private patients. 
This system whereunder the patient who is prepared 
to pay for the special privileges he obtains, can be 
accommodated in a private room in a public hos- 
pital and be attended there by the doctor of his 


choice, is coming by evolution. It is unlikely that 
there will ever be large blocks of private wards in 
connexion with our public hospitals, but there 
certainly will be a few beds available for the accom- 
modation of the patient who requires special 
facilities for diagnosis or treatment which other- 
wise are not obtainable by him, for example, exten- 
sive biochemical or X ray examinations, radium 
therapy and so forth. The existing private hospitals 
are able to accommodate ordinary patients at 
cheaper rates than the public hospital can ever hope 
to do and will not be displaced, tut will rather 
be supplemented in the direction indicated. 


The hospital system in New Zealand is so widely 
developed that the private practitioner must come 
in touch with it at every turn. The relationship 
of the private practitioner to the State is in a large 
measure that of the private practitioner to the 
public hospital. It is necessary, therefore, to con- 
sider how the services of the private practitioner 
may be best coordinated with the hospital, having 
due regard to the rights and privileges of both doctor 
and patient. Certain reforms in ‘the use of the 
hospital by the patient which are in the interests 
of the private practitioner, have already been men- 
tioned. There are also important reforms in the 
use of the hospital by the doctor which are in the 
interests of the patient. To these brief reference 
will now be made. 

The practitioner should make free use of the 
hospital when confronted with difficult cases 
requiring for diagnosis more elaborate equipment 
than is at the disposal of himself or his colleagues. 
He should refer such patients to the public hospital. 
The latter institution may deal with the patients 
either as out-patients at a group clinic such as has 
been organized by the Johns Hopkins Hospital 
where a patient has a complete diagnostic examin- 
ation for twenty-five dollars and a less full 
examination for a lesser sum or as inpatients én the 
method adopted by the Henry Ford Hospital, 
Detroit, where the patient is taken into the building 
only for such time as enables a diagnosis to be 
established. The principle is the same in both 
cases. The hospital does not give treatment which 
can be equally well given in the home, but merely 
diagnoses and then returns the patient to the 
private practitioner with full information as to the 
nature of the disease and the treatment which 
should be adopted. Some system of closer coopera- 
tion between the private practitioner and the hos- 
pital on the lines just suggested would be of un- 
doubted benefit both to the doctor and his patient. 


The hospital again should be the home of the 
intellectual life of the medical man in a district. 
It is the place par excellence where the doctors 
whether on the staff or not, should meet periodically 
for clinical instruction and education. Discussions 
and demonstrations of interesting cases or of new 
methods or appliances should occur regularly. In 
this way the hospital will be the centre of medical 
education and research and will exercise a stim- 


ulating effect on the whole medical life of the com- 
munity. 
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And now a word in conclusion about the bogey 
of nationalization which ever and anon rears its 
head. It is the firm belief of the writer that 
nationalization of the profession, by which is meant 
the replacement of the private practitioner either 
wholly or in part by full-time salaried medical 
officers paid out of public funds, is not in the 
interests of the profession or the community. 
Competition means progress, while nationalization 
would almost inevitably tend towards stagnation. 
Fortunately the intimate personal relationship 
between patients and doctor of his own choice which 
is the basis of private practice, is too strong a force 
to be easily overthrown by any specious demand for 
nationalization. The remedy for such ills as are 
at present found in the medical world is not to do 
away with the private practitioner, but rather to 
widen his sphere of duties and to fit him into the 
existing scheme of things in such a way that his 
services can be used to the fullest advantage. The 
ideal towards which we should strive is, in effect, 
for the private practitioner to function as a medical 
officer of health interesting himself with the preven- 
tion of disease as much as with the cure and care 
of the patient. 


RELATIONSHIP OF MEDICAL PRACTITIONERS TO 
HOSPITALS PARTICULARLY IN REGARD 
TO THE PREVENTION OF DISEASE. 


A NON-MEDICAL POINT OF VIEW. 


By R. J. Love, 
Inspector of Hospitals and Charities, Victoria. 


THE points to be considered are whether and if so 
how far the operations of hospitals which have 
hitherto been regarded as curative agencies only, 
should be extended to take in any particular phases 
or sections of the science of preventive médicine. 
And also whether such an enlargement of the sphere 
of hospital activities should make any difference and 
if so in what direction in the relations of medical 
practitioners with those institutions. 

In order to arrive at a right understanding it is 
desirable to consider in the first place exactly in 
what position the medical profession stands in re- 
gard to hospitals as at present constituted. This 
matter has been much discussed for many years, but 
though more or less satisfactory working arrange- 
ments have been evolved, these are not uniform and 
do not rest on any generally accepted statement of 
principles from any authoritative body competent 
to speak on behalf of the profession. 

A uniform settlement of this question has been 
so obviously and imperatively necessary for many 
years, that it is difficult to determine why a prac- 
tical and acceptable working scheme has not yet 
been brought into effect. Periodically some mild 
local agitation has been made, but nothing appre- 
ciable has resulted. It appears that the tendency 
has been to aim at perfection in one move, but the 
attainment of this, calling as it does for consider- 
ation of so many factors, is being and will be long 
delayed. In the meantime it would be well, perhaps, 
to commence with something which will give a 


reasonable measure of relief and at the same time 
be capable of expansion to meet a final objective. 
But has this objective been defined in such a manner 
as to win general approval? There may be some. 
thing on record to which members of: the medical 
profession aspire, but it should be realized that no 
scheme can be regarded as feasible unless there is a 
reasonable possibility of its acceptance by the 
public. 

It seems therefore, to the onlooker, that a general 
and uniform expression of the opinion of the British 
Medical Association, an organization representative 
of practically the whole of the medical profession 
throughout Australasia, is a prime essential. 

Almost alone amongst professional men the 
medical practitioner is expected to and does 
willingly give a large amount of time and apply 
his special skill, the result of a long and expensive 
training and years of observation and experience, 
without fee or reward. The demands on the medical 
man may be enlarged till they amount to exploita- 
tion and it is important to endeavour to arrive at 
some happy means whereby medical men may con- 
tinue to give their services to the indigent sick with- 
out seriously prejudicing their chances of earning 
an income reasonably commensurate with their 
special qualifications. 

From the point of view of the public who can be 
assumed to have both the physical and national wel- 
fare of the community at heart and at the same 
time show a spirit of fair play towards the medical 
profession, I think the position may be summed up 
in this way: 

Let there be ample hospital accommodation and 
facilities for treatment of the indigent sick, where 
the best of medical attention will always be given 
freely and ungrudgingly. 

Let those people who are able to pay full charges 
for hospital accommodation and medical attention, 
do so without any interference, always provided 
that there is on both sides full value for money in 
the matter of service. 

Between these two extremes, let there be an 
arrangement whereunder every patient may obtain 
essential service without financial hardship or an 
undermining of his independence on the one hand 
3 imposition practised on the doctor on the other 

and. 

Hospital policies vary throughout Australasia, 
but conditions surrounding the treatment of what 
are known as public hospital “cases” are similar. 
Although some charge may be made for accommoda- 
tion and maintenance in hospital, the practitioner 

receives no fee or remuneration, indeed the patients 
are informed that their contributions to the hospital 
are not for medical attention. A condition of Gov- 
ernment subsidies to Victorian hospitals lays down: 


No medical or other officer attached to any institution 
shall be allowed to accept from patients either directly 
or indirectly any fee for his own use for services ren- 
dered at the institution. This must be made clear to 
patients who receive treatment or relief. 


This free service to public hospital patients is 
known as honorary service to the indigent sick. The 
reward to the medical practitioner is a feeling of 
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having performed a kindly act towards someone in 
misfortune and restoring a sick individual to his 
place as a working member of the community, as 
well as what the “man in the street” regards as a 
wonderful opportunity of acquiring proficiency, 
experience and enhanced professional status. One 
cannot ignore that hospital appointments are 
eagerly sought by members of the profession, 
especially in those years immediately following 
graduation and that such positions extend the know- 
ledge and skill of those appointed to the great 
benefit of the whole community by reason of the 
higher standard of medical practice. This desire 
for these hospital appointments has created an im- 
pression that the material benefits derivable are 
immense and out of all proportion to the true 
position. However, it is not required that any 
attempt be made to issue a profit and loss account 
on the subject. 

Public hospitals are taken to be those institutions 
wherein patients, whilst paying a little or nothing 
for maintenance and nursing, are not called upon to 
contribute for medical attention. At these institu- 
tions the latest and best in the way of general, 
special and scientific equipment has been installed 
regardless of cost. The services of highly trained 
specialists, consulting freely with each other, are 
available, with the result that the public hospital 
patient obtains treatment which is practically un- 
obtainable even for the very wealthy. These highly 
equipped and staffed hospitals also fulfil the im- 
portant function of teaching future medical prac- 
titioners whose adequate training is entirely de- 
pendent on the efficiency of the hospitals. 

A survey of the direction in which the community 
is drifting, is necessary in order if possible to stop 
that drift towards general dependence on free 
medical treatment. It should be borne in mind that 
the public hospitals are provided for the sick poor, 
that the cost of buildings and maintenance are met 
by contributions to charities, the government sub- 
sidy is to charities, the municipal grants are charity 
votes. But can it be accepted that the institutions 
are catering only for the indigent and that the 
intentions of the charitable public are being faith- 
fully observed ? 

If the figures for Victoria can be interpreted as 
an index of the position in other States, it is clear 
that so far from this being correct, there is a con- 
stant growth both actually and proportionately in 
the numbers of people who are taking advantage 
of free medical treatment in public hospitals. It 


would be at variance with known facts to assume 


that the average financial position of the community 
is depreciating and whilst more people may seek 
medical advice in minor ailments than was the case 
years ago, this could not account for the large 
growth. The only logical conclusion is that the 
spirit of independence is disappearing and the aver- 
sion to the acceptance of charitable relief is un- 
fortunately weakening. It may be urged that the 
gap between public and private hospitals has be- 
come so great that a larger proportion of the popula- 
tion has been forced to seek charitable aid. This is 
no doubt partly true, but it only emphasizes the 
need for reform. 

The following comparative figures are illuminat- 
ing and demonstrate probably more forcibly than 
any narrative the truth of the above conclusions. 


Therefore in twenty-six years: 
The population of Victoria increased 21-4% 
The number of in-patients increased 112-6% 
The number of separate out-patients 


increased 160-9% 
The number of out- patients’ attend- 

ances increased .. 113:3% 
Fees from in-patients increased . 862:9% 
Fees from out-patients increased .. 472-6% 
Total patients’ fees increased .. .. 730-7% 


In 1901 the average payment - in- 
patient was .. .. 77s. 
In 1926 the average payment per in- 


patient was .. 350s. 
In 1901 hospital patients | to popula- 

tion was 71% 
In 1926 hospital patients ‘to popula- 

tion was 145% 


The public should not tie held ns to blame 
for this condition as it is only natural for people 
to go where they can get the best service at the least 
cost; the. tendency towards the improper use of 
hospitals will increase unless facilities for treat- 
ment are widened and grades of hospitals estab- 
lished corresponding, as regards cost, with the re- 
spective grades of society. 

The medical profession as well as the general 
community has in the past regarded the hospitals 
as charitable, chiefly supported by the State and by 
private benefactors, and all who could rightly claim 
to be deserving objects of charity, were admitted 
and treated gratuitously by the medical staff. 
Modern medical progress and the introduction of 
costly appliances for diagnosis and treatment have 
driven people who formerly obtained medical and 
surgical advice and treatment from the family prac- 


VICTORIAN Pusiic Hospitats, 1901 anp 1926. 


Patients Treated. 


Fees Paid by Patients. 
¥ Population of In-patients. | Out-patients. 
ear. 
Victoria, Total 
Attendances. 
Separate Separate In-patients. Out-patients, 
Patients. Patients. 
£ 

1,400,000 25,351 74,086 379,129 9,843 5,042 
'700, 000 54,008 193,325 808,913 94,784 28,871 
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titioner either in their homes or in private hospitals, 
to seek admission to public hospitals because of their 
inability to pay for the full investigations and 
treatment which are now necessary. After twenty- 
six years’ experience in administering hospitals I 
can record that many persons who are well able to 
pay at least proportionate or intermediate fees, 
seek public hospital treatment as a right and this 
attitude is to my mind as much a matter for regret 
as the action of those who try imposition. It may 
be asked why the authorities controlling hospitals 
permit such persons to be admitted and treated! 
But what else can be done failing fair alternative? 
And so the whole blunder goes on and increasing 
numbers of people have become so accustomed to 
this improper “right” that the advocates of national- 
ization of hospitals find increasing support for their 
proposals. 

Apart from any spirit of fairness to the medical 
profession, a spoon-fed people means a weak people 
and it behoves everyone to cooperate in stimulating 
individual independence and to place the hospital 
system on such a basis that there will be a fair deal 
all round. 

It should be possible to evolve a scheme where- 
under the hospital requirements of the whole popula- 
tion may be adequately met, the independence of the 
community conserved and the medical profession re- 
leased from what is really an imposition. In out- 
lining the following suggestions for consideration, 
a financial classification is the first essential and 
for hospital purposes the community may be re- 
garded under four divisions: private, intermediate, 
third, public or free. 

Private patients call for no detailed comment. 

Intermediate patients are those who, whilst un- 
able to pay full fees, are not in such a position 
as warrants their accepting any form of public 
relief. It appears practically impossible to set down 
any definite income limit for this class, as circum- 
stances other than income vary considerably and 
might quite readily put two persons with similar 
incomes into different classes. Each person seeking 
intermediate treatment should be judged on the 

merits of his circumstances and in this matter the 
responsibility is to some extent placed on the private 
practitioner. Intermediate hospitals are now beyond 
the experimental stage and are working satisfac- 
torily, the outstanding needs being for greatly in- 
creased facilities and accommodation. 

Third class is placed between the intermediate 
and public or free and includes those wage earners 
and small salaried people who under present con- 
ditions pay maintenance fees to public hospitals 
varying from 10s. to £2 10s. per week. 

Public or free are the indigent for whom the 
public hospitals are provided, who are unable to 
contribute anything for maintenance or attention, 
and to whom the medical profession can be expected 
to continue to give cheerfully their best services. 

_ All hospital needs may be met in a community 
hospital system such as has been adopted with 
’ success in America, but I am of opinion that before 
such a system could be carried into effect in Aus- 


and so many vested interests to be considered, that 
many years must elapse before any appreciable 
results would accrue. For this reason the intro. 
duction of some measure of reform which may be 
put into effect at once, is recommended and as a 
further development the community hospital system 
could be adopted at a later date. 

The suggested proposals for immediate applica- 
tion are as follows. 


Private Accommodation. 

The private accommodation should be indepen. 
dent hospitals as at present except in those centres 
where population and resources are distinctly 
limited. In the latter case provision could be made 
in existing public hospitals. The capital expenditure 
in each instance would be financed by private 
capital either individual or collective and the units 
maintained by patients’ fees. Incidentally, how- 
ever, it should be remarked that the standard of 
private hospitals generally is much below that of 
public hospitals and this raises a subject for con- 
sideration in regard to registration and standard- 
ization of all such hospitals, but this does not 
appear to come within the scope of this paper. 

Intermediate Accommodation. 

In large cities where population and resources 
warrant, intermediate accommodation should be 
provided in independent hospitals managed and 
controlled by church organizations, insurance com- 
panies or any body or corporation approved by the 
controlling authorities. In smaller centres this 
accommodation should be placed in the wings, 
wards or parts of public hospitals. 

These intermediate beds shall be self-supporting 
as to maintenance, and capital finance should be 
provided as suggested above for private hospitals, 
but with probably some assistance from the Govern- 
ment in the nature of long loans on, say, a credit 
foncier basis. 

It may be that the proprietors: of some private 
hospitals will be prepared to set apart some accom- 
modation for intermediate patients. 

Third Class Hospitals. 

Third class hospitals should be considered in rela- 
tion to the public hospitals. It is too much to 
expect the introduction of any acceptable policy in 
regard to sickness insurance with institutional 
treatment in the near future and therefore pending 
such a measure patients under this class must be 
treated in public hospitals and must be expected 
to continue to contribute according to their means, 
with an agreed proportion of all such payments 
made available for the attending medical officers. 
If or when a national insurance (sickness) proposal 
with institutional treatment is adopted, the finan- 
cial arrangements will be relatively the same. As 
such contributions do not nearly cover the full cost 
of maintenance, the institution should receive the 
major part of such payments for general purpose. 


Medical Staff Arrangements. 


In regard to the medical staffs for private hos- 
pitals there is and can be no limitation of attend- 


tralasia, there are so many factors to be dealt with 


ance by any reputable practitioner. 
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Description of Patients. Classification. 


Where Accommodated. Medical Staff. 


Persons able to pay full fees Private. ° 
for hospital accommodation 
and medical treatment. 

Persons unable to pay full fees, Intermediate. 


but not financially suitable to 
receive public relief. 


Persons unable to pay inter- At present third class 
mediate fees, but not finan- 
cially suitable to receive 


charitable relief. 
Those in indigent circumstances. 


Later insured class. 


Public. 


Private hospitals; in smaller | Any reputable practitioner may 
centres private wards in give treatment. 
public hospitals. 


For this purpose class as 
private patients with such 
limited charges are 
endorsed. 


Independent intermediate hos- 
pitals; wards in private 
hospitals; wards in public 
hospitals. 


The honorary medical staff of 


Public hospitals with no differ- 
the institution. 


ential treatment. 


The honorary medical staff of ; 


Public hospitals. 
| the institution. 


At the intermediate hospitals the arrangements 
should be similar to those at private hospitals. The 
patient should have free choice of doctor, the fees 
being a matter of arrangement between doctor and 
patient or according to an approved scale. 

If community hospitals are provided, the position 
in the private and intermediate wards will be the 
same as obtains at present in private and indepen- 
dent intermediate hospitals. 

The advantages of some regulation or control of 
the professional work done in such hospitals have 
been clearly recognized in America under the 
scheme for grading hospitals carried out by the 
American College of Surgeons. It appears to the 
lay mind a desirable move in the interests of the 
patients, but I leave the discussion of this aspect 
of the problem to those better qualified to see its 
advantages and difficulties. 

At the third class hospitals whether the patients 
are dealt with as suggested above or as insured 
patients, they should be under the care of the elected 
staffs. 

Amongst other reasons these patients under the 
care of the honorary staffs of the large teaching 
hospitals would be available for the teaching and 
training carried out in the clinical school. 

The arrangements for the public or free class 
should be as at present by elected staffs at the hos- 
pitals. 

A summary of the foregoing is shown in the table. 

A scheme under which all classes in the com- 
munity might have adequate hospital accommoda- 
tion and treatment according to their respective 
means having been outlined, it becomes necessary 
to review the policy of hospitals themselves. 

Preventive medicine is largely education. Such 
matters as general sanitation, purity of water 
supply and the notification of infectious diseases 
are subjects of government or municipal regulation. 
The education of the public, however, in matters of 
preventive medicine as they affect each individual 
in the community, must be carried out by the 
medical profession. In this work the medical officers 
of public health departments, the teaching staffs of 
hospitals and the private practitioner all have their 
place. 

So that while it may be regarded as primarily a 
State liability, this is not any reason why the 
members of the medical profession should not co- 
operate in their private capacities with the hospitals 
to obtain the best possible results both as part of a 
national social service and for mutual gain. 


Assuming that all practitioners are desirous of 
cooperating in an approved plan and that they will 
by suggestion and education induce their own imme- 
diate public to take advantage of facilities which 
are made available, how then can the hospitals 
further such a scheme? 

Any hospital which derives its income in whole 
or in part from government or municipal grants or 
from private contributions, should as a condition 
of such grants or contributions be required to pro- 
vide and maintain such units as are necessary for 
the carrying out of the work. 

It would be impracticable to attach complete de- 
partments, plant and equipment to every hospital, 
large and small, but it could be insured that reason- 
able facilities were available for every person to 
obtain and for every practitioner to give such ex- 
amination, advice and treatment as are necessary 
both for preventive and curative purposes. 

There would be no justification for installing the 
plant and equipment of a large metropolitan general 
hospital in a country cottage hospital, but certain 
preventive units could be graded from maximum to 
minimum requirements. 

If a standard is to be set for a maximum preven- 
tive unit, I suggest that in addition to the accepted 
general, special and scientific subdepartments there 
should be certain other departments. 

A tuberculosis department should exist, working 
in closest association with and really being part of 
the State health activities. The practitioner having 
access to such a department, would have complete 
facilities for diagnosing the condition and be en- 
abled to simplify the drafting of patients to such 
treatment places as are indicated. At the same 
time each practitioner should strive to educate the 
patients (especially breadwinners) to a realization 
of the fact that a short period of scientific treat- 
ment, if taken early, is a very small premium to pay 
for assured recovery. 

There should be a department for overhaul. Many 
people who now seek medical advice only when 
feeling ill, would given proper conditions take ad- 
vantage of periodical medical examination and such 
a department may be of material service not only 
in the correction of incipient conditions, but also in 
the training of medical students and nurses. The 
overhauling physician would be helped in having: 
the whole of the resources of institution at his 
service. Such an installation could be in effect an 
intermediate out-patients’ unit if combined with a _ 
public hospital. 
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An auxiliary and convalescent unit should be 
organized apart from the general hospital in order 
that patients may be under observation and receive 
proper care until they are fully able to resume their 
occupations. It may be that some conditions in 
later life are attributable to lack of a satisfactory 
period of convalescence after illness. 

Facilities should be provided for the outside prac- 
titioner to enter the laboratory and pursue any line 
of investigation which he desires, having at the 
same time the benefit of the advice and assistance 
of the hospital laboratory staff. 

Cooperation between the outside practitioners 
and hospital staffs is essential. Recommendations 
for admission, as forwarded by many private 
doctors, are frequently crude and hopelessly incom- 
plete. No history of any material value is sent 
along for the guidance or assistance of the hospital 
staff. How infrequently does an outside prac- 
titioner after a patient has been discharged from 
the hospital and again comes under his care, make 
inquiries as to what course was followed and what 
treatment was given in the institution. Alterna- 
tively, how many times do the hospital authorities 
forward a note to the private practitioner advising 
that there is a possibility of a certain condition 
arising later which, if symptoms are noted and 
prompt treatment given, may be prevented. Whilst 
I do not suggest that a full history should be sent 
in with every patient or that the private doctor 
should be forwarded a résumé as a routine, I am 

impressed with the idea that such a custom followed 
with judgement would result in a benefit to the 
patient, his doctor and the hospital staff. 

A social service department is useful as a means 
of insuring that dependants on hospital patients 
will suffer no distress whilst the bread-winner is in 
hospital, of giving the most complete after care 
treatment needed and of defending when necessary 
the hospital from abuse by those who are able to 
pay in one or other class for treatment. 

More frequent post-graduate assemblies should be 
held wherein the subjects would be ordinary rather 
than special. 

There should be uniformity in the keeping of 
records in all States and all hospitals together with 
agreement as to nomenclature of diseases; this 
should be backed by a free interchange of histories 
and records when desired. 

Further, in the larger centres of population, in- 
dependent units might be established at stategic 
points embracing medical and surgical clinics for 
minor conditions with a diagnostic X ray plant 
and a small laboratory, a visiting nurses’ depot, 
an ante-natal clinic, a baby health centre and a 
complete dental unit working in part at night to 
enable those people who are in employment, to 
obtain attention without losing working hours. This 
is to afford a greater measure of conservative treat- 
ment. 

These establishments being in effect complete 
out-patients departments, in addition to the value 
of the work done therein, would considerably mini- 
mize the evergrowing demands on and consequent 


It will be noted that several of the proposed 
activities are administered by different government 
departments and that consequently having regard 
to the functions of each as well as to the cost of 
maintenance coordination of effort will be essential, 
So far from this being any reason against the pro. 
posal, it is probably a strengthening of the sugges. 
tion, as it will be a step in the direction of amalga- 
mation of all preventive and curative activities. 

I have naturally refrained from touching on the 
technical side of treatment and prevention and ven- 
ture to express the hope that a stable relationship 
between the doctor and the hospital will be estab. 
lished, that the hospitals will be standardized to 
meet all preventive as well as curative requirements 
and that all members of the profession will take 
full advantage of the facilities provided and thus 
materially assist in a vigorous policy of prevention. 

In conclusion I urge active cooperation towards 
attaining an ideal in which the skilled practitioner 
must play a leading part, bearing in mind that 
many of these preventive agencies must be regarded 
not as charitable institutions, for the springs of 
charity will not flow so copiously to prevent as 
they will to alleviate distress, but as educational 
institutions established and maintained by the State 
as part of its duty to keep the working efficiency of 


its component individuals at the highest possible 
level. 


NATIONAL INSURANCE AS A MEANS OF EFFECTING 
COOPERATION OF MEDICAL PRACTITIONERS 
WITH DEPARTMENTS OF HEALTH 
» IN THE PREVENTION OF 
DISEASE. 


By T. McKispsrn, C.B.E., M.B., D.P.H. 


Director of the Division of Public Hygiene, Department 
of Health, Wellington, New Zealand. 


Papers have been prepared in this and in other 
sections dealing with the public health nurse, her 
place in prevention and the relationship of medical 
practitioners to hospitals particularly in respect 
of the prevention of disease. 

This paper is an attempt to prove that it is 
expedient for general medical practitioners in New 
Zealand and possibly throughout Australasia to 
encourage the compulsory national insurance of all 
persons in receipt of low incomes in order to pre- 
vent disease. The opinions I express are solely per- 
sonal. I suggest that £400 per annum is a suitable 
maximum for New Zealand. 

From the standpoint of the general medical prac- 


America some branches of the medical profession 
prosper, so that they have been able to found and 
maintain such expensive institutions as the 
American College of Surgeons which has done much 
to reform American hospitals and in England since 
1911 national insurance has increased the emolu- 
ment of very many general practitioners and enabled 
them to undertake preventive and statistical work 
in cooperation with the Ministry of Health. In 


congestion at the general hospitals. 


New Zealand on the other hand the establishment 
and use of public hospitals has been such that in 


titioner it may be said that in the United States of | 
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the last fourteen years the proportion of the general 
public using them annually has increased from 
24 to 46 per thousand of population and briefly 
the majority of New Zealand practitioners cannot 
afford to devote much time and effort to disease pre- 
vention. 

I agree that New Zealand practitioners do prevent 
disease. I think, however, it should be the main 
objective of general practitioners both in town and 
country and suggest it will pay the New Zealand 
public to offer more inducement to general prac- 
titioners to enter whole heartedly into this branch 
of our profession. 

Admitting the value of good hospitals it is per- 
haps the prerogative of one whose official duty is 
hygiene and disease prevention, to draw attention 
to certain disadvantages of hospital treatment. In 
order effectively to prevent disease a general prac- 
titioner or a health visitor (public health nurse) 
must closely observe the home and working environ- 
ment of the people. There are only ten medical 
officers of health in New Zealand; the area of the 
districts they administer is therefore huge. Their 
duties are many and varied and include much office 
administration. There are still fewer public health 
nurses who are widely trained in disease prevention 
in all its aspects; and whose duties are comprehen- 
sive. When we consider disease in relation to whole 
families and its causation, heredity, the home, school 
and work place environment including the recog- 
nized ways in which infectious diseases are spread, 
it is obvious that although disease can in consider- 
able measure be prevented by education of the whole 
public, regular guidance of many families is needed 
from one who has had experience of disease and 
knows its causes and also knows intimately the 
family, its heredity and whole environment. 

The sanitary inspectors of New Zealand, though 
the training given them has been limited, have done 
a great deal of preventive work. They are important 
agents in improving the people’s environment in 
New Zealand, but we’ know that however zealous 
and tactful they may be, sanitary inspectors have 
their limitations. For example, personal and domes- 
tic hygiene and the personal factor in the spread 
of infectious diseases do not receive the supervision 
they should in the home itself. The average sanitary 
inspector cannot advise parents in personal and 
domestic affairs. .A medical practitioner can and no 
doubt a nurse in uniform, had she a wide enough 
knowledge, could make her influence felt. 

There are on the other hand 1,211 registered 
medical practitioners in New Zealand and probably 
one third of these could be utilized in definite 
disease prevention. 


We all, medical practitioner, State official and the 


general public, have taken a hand in advocating 
hospitals in New Zealand and the annual ex- 
penditure from the public funds on _ public 
hospitals which are mainly curative agencies, has 
risen in the last fourteen years from 5s. to 12s. 10d. 
per head of population. 

It will be better for the New Zealand public and 
still leave ample provision for patients who are 
acutely ill, or require operation, if expen- 


diture for the provision of additional beds be 
checked for several years to come. Economy also 
could be effected by increasing the out-patient 
treatments at all the public hospitals and reducing 
the occupied bed state. Last year 63,068 persons 
were treated as in-patients and about half that 
number, namely, 39,796, as out-patients. 

In Australia not to mention England the pro- 
portion of out-patient treatments to in-patient is 
very much higher than in New Zealand. Since the 
average annual cost per occupied bed is £191 12s. 
the scope for economy in this way will be apparent. 

Another even more important fact is that the 
more practitioners treat their patients in hospital, 
the less opportunity they have to see their usual 
environment or to make a close study of their 
patients’ forebears. It is natural and proper for 
people to appeal to a family doctor for family 
advice. In the absence of the real family doctor, 
the chiropractor and food faddist hold sway or 
vague generalizations from some pamphlet or the 
public press are applied to particular families. 

A demand is arising for public health nurses and 
for an extension of public hospital activities to in- 
clude the prevention of disease such as by following 
up discharged patients and entering their homes 
in order not only to confirm the cure and prevent 
a recurrence, but generally to reduce disease and 
the demand for public hospital accommodation. 

Are medical practitioners disposed to let such 
matters shape themselves? I hold that the coopera- 
tion of general medical practitioners is of primary 
importance in this work. 

Trial has been made in England and elsewhere 
of appointing medical practitioners part-time 
medical officers of health. It has failed wherever 
tried. One probable reason for that failure was that 
a practitioner’s obligations to a private patient tend 
to conflict with his public duty. Nationalization of 
a section of the medical profession has been men- 
tioned, but is unacceptable to most British people, 
be they practitioners or laymen. Nevertheless, 
stipendiary appointments to public hospitals is a 
form of nationalization of the profession and with 
regard to the treatment of disease an increasing 
number and proportion of the medical profession 
in New Zealand is receiving whole time salaries 
from the hospital boards and the Government pound 
for pound. Last year, for example, there were 151 
practitioners holding stipendiary appointments in 
public hospitals. If hospital boards engage 
definitely in the prevention of disease, precedent 
indicates that for this work also whole-time salaries 
will be paid. Perhaps the public health nurse will 
be the principal agent thus employed in disease 
prevention, but guidance from experienced medical 
practitioners is highly desirable. Much depends 
upon the attitude of medical practitioners in respect 
of this important extension of hospital practice. 

In the ordinary course a private practitioner in 
New Zealand is paid for piece work as when he 
performs an operation or on a time basis when he 
is consulted. Many, however, accept contract prac- 
tice with friendly societies which in plain language 
amounts or should amount to his undertaking to 
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try to maintain the health of his club members and 
a large proportion of the profession work in the 
public hospitals either on stipend or in an honorary 
capacity. 

Let us consider contract and hospital practice in 
New Zealand in relation to the public bodies and 
the practising profession. 

First as regards friendly societies the members 
are the thrifty people. The improvident who do not 
join a friendly society, remain a burden in time 
of sickness upon hospital boards and the Govern- 


ment and upon medical practitioners. National in- 


surance for medical treatment and the sustenance 
of invalids on the other hand which has been in 
operation for many years in England, France, Ger- 
many, Austria, Holland, Norway, Japan and many 
other countries, means that automatically whenever 
a man or woman receives wages amounting in the 
aggregate to no more than a stated maximum each 
week, something is deducted from that wage to treat 
the sick and sustain the invalids. Members may 
choose their doctor, so competition is not done away 
with and the controlling authorities are the national 
insurance committees not the elect of subscribing 
members. It obviously pays a panel practitioner to 
endeavour to maintain the health of his insured 
clients which would comprise a portion only of his 
patients. 

By the recent amendment of the Hospital and 
Charitable Aid Act of New Zealand hospital boards 
are charged with the duty of providing medical and 
nursing treatment for indigent persons throughout 
their districts. Possibly if a national insurance act 
were passed in New Zealand the hospital boards 
would be represented on the national insurance 
committees and their existing administrative 
machinery would be used in the putting of the law 
in practice. There are forty-six of them evenly 
distributed throughout the Dominion. The first 
duty of a hospital board in New Zealand is to pro- 
vide institutional treatment for the indigent sick. 
A board is also responsible, as I have said, for pro- 
viding medical and nursing treatment for indigent 
persons in any portion of its district. It would 
seem logical and expedient for such a board to 
promote insurance against sickness and to en- 
deavour to prevent the illness of persons in receipt 
of low salaries who when invalided are likely to 
become a charge upon their hospital and their 
charitable aid accounts. Surely, too, from the 
medical practitioner’s standpoint it is better to 
receive regular insurance payments for maintaining 
the health of insured persons than at a later date 
to share a burden of loss with the public bodies 
brought about by our failure to insure. 

I personally am an advocate of national in- 
surance. I believe it would engender thrift and in- 
dependence in the persons insured, lessen the finan- 
cial burden of the public bodies concerned in medical 
treatment and nursing, improve the lot of the 
majority of general medical practitioners and 
definitely improve the public health. 

I should like to see not only a cordiale entente, 
but a definite alliance of general medical prac- 
titioners with the Department of Health and the 


local governing authorities for the purpose of 
disease prevention and believe that the only known 
sound and fair way of reaching that objective is by 
national insurance. 

It was introduced in Germany in 1883, Austria in 
1888, Hungary in 1891, France in 1894, Norway in 
1909, Serbia in 1910, Great Britain and Russia in 
1911, Roumania in 1912, Holland in 1913, Portugal 
in 1919, Greece and Japan in 1922 and is in force 
in several other countries. 

I suggest the profession here should consider 
national insurance and declare its policy. Even 
should they support it in principle, the experience 
of other countries has been that afterwards friendly 
societies, chemists and other interested parties have 
to be reckoned with and protracted negotiations 
have to be entered into before such a measure can 
be placed upon the statute book. 


Dr. Harvey Sutton (Sydney) thought that Dr. Morris 
was pessimistic in his views concerning the interest the 
general practitioner and medical student took in pre- 
ventive medicine. The general practitioner was in the 
front line in the national campaign of disease prevention. 
Preventive medicine was occupying a more prominent 
place in the medical curriculum and in the forefront of 
that teaching was upheld the value of the human factor 
in disease prevention. Public health had become more 
personal in its application; it dealt more directly with the 
individual and as a result a greater interest was being 
taken in this phase of medicine. Students, medical prac- 
titioners and nurses of the very best type and with the 
highest qualifications were turning their thoughts to pre- 
vention and there were many applicants for public health 
vacancies. 

In the great war emphasis had been placed on pre- 
vention; lessons learned in war time had not been 
forgotten and preventive medicine had remained in the 
forefront. The public believed in surgery as a specialty 
only and were asking that specialists should restrict their 
practice exclusively to that calling. The people were be- 
ginning to realize that the real attack on disease lay in 
prevention rather than cure. Annual examinations and 
overhaul were instituted in schools and were coming more 
and more into general favour with adults. An annual 
thorough overhaul to detect disease in its incipience was 
an immediate practical proposal and an advisable measure. 

Dr. Sutton thought that if New Zealand utilized ten 
medical officers of health in her organization Australia 
in respect of her size and population should be employing 
more than she was at present. In the large Australian 
towns and cities the campaign against disease was well 
conducted and the hospitals efficient and well run, but in 
the country districts improvement was badly needed. 
Their hospitals were poorly conducted, especially the 
children’s departments. He called attention to the con- 
ditions at one hospital with an ophthalmic department at 
which refraction work was not undertaken. In the cam- 
paign against disease in war time prevention became all- 
important. Surely in peace time it was as urgently in 
need of emphasis. If more peace time energies were 
directed into the channel of preventive medicine, the 
public would be better off. 

Dr. S. A. Moore (Dunedin) agreed with Dr. Harvey 
Sutton that the attitude of practitioners towards pre- 
ventive medicine was a live one. They were not as in- 
different as Dr. Morris thought. A live interest did not 
adversely affect the practitioner’s living, rather the oppo- 
site. Certainly the standard of health would be raised. 
In New Zealand there was one form of medical treatment 
undertaken by the State in which the cooperation of the 
community in the State effort was urgently needed. It 
was the mental hospital service which lacked voluntary 
workers and contributions. It was claimed that the New 
Zealand hospital system was successful by virtue of the 
inclusion of voluntary effort and finance. 

In regard to preventive work Dr. Moore agreed that 
periodic examination was well worth while. He thought 
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that after patients left hospital they should be more 
closely followed up. There should be a branch of service 
visiting the homes to discover why people had fallen ill. 
The increased hospital attendance by the people had 
resulted in less home visitation. The general practitioner 
should endeayour to get back into the home and study 
the environment. The clinician had started preventive 
medicine; the public health expert should have to come 
to the practitioner for help in preventive medicine and 
not vice versa. By getting back into the homes the prac- 
titioner would again take his rightful place. 

Disease was capable of classification into two groups, 
the biologically old, to which resistance had been evolved 
and the biologically new towards which resistance was 
still undeveloped. The biologically new would be pre- 
vented by discovery of the virus. The biologically old 
might be prevented by further study of the soil in which 
the virus had thrived. Rules of hygiene were of great 
importance and more must be known of the fundamental 
principles of diet. 

Dr. Newman Morris in reply did not wish to be pessi- 
mistic, but maintained that the preventive aspect of 
medicine did not pervade the medical course as it should. 
He referred to the reports of the General Medical Council 
and others upon the need for reform in this matter. 

He admitted that periodical examinations were being 
carried out upon children by paid school medical officers, 
but held that this work should be done by general prac- 
titioners and might well be restored to them. 

Legislation was being proposed and might shortly be 
passed in Australia linking up general practitioners more 
closely with the Public Health Department. Dr. Morris 
advised the practitioners to guide this movement and to 
take a lead therein, otherwise their future closer 
cooperation might prove irksome. 


General Weeting. 


THURSDAY MORNING, FEBRUARY 10, 1927. 


A general meeting was held in the Allan Hall, University 
of Otago, on the morning of Thursday, February 10, 1927, 
Dr. L. E. Barnett, the President, in the chair. There were 
forty-nine members present. 

Dr. L. E. Barnett said that the meeting was the final 
meeting of the second session of the Australasian Medical 
Congress (British Medical Association). It was not 
actually essential to hold this meeting, but they had con- 
sidered it advisable in conformity with a kind of tradition. 
He explained to the members that the meeting had no 
power to adopt resolutions such as had been passed at 
the old Australasian Medical Congresses. The Congress 
was held under the egis of the Federal Committee of the 
British Medical Association in Australia. All the resolu- 
tions which had been adopted in the Sections, would be 
remitted to the Executive Committee and thence to the 
Federal Committee. The meeting would be of an informa- 
tive character and opinions expressed would be used to 
guide the members of the Federal Committee in arriving 
at their decisions. Before calling upon the Honorary 
General Secretary to read the resolutions adopted in the 
Sections, he announced that he had received a cable from 
the South African Medical Association conveying fraternal 
greetings to the Congress. 

Proressor W. P. GowLAnpD, Honorary General Secretary, 
read the following resolutions. 

From the Combined Meeting of the Sections of Surgery, 
of Radiology and of Pathology and Bacteriology. 

That legislation should be introduced in Australia to 
make hydatid disease notifiable and that there should be 
stricter attention paid to notification in New Zealand. 

That there should be greater control of slaughter houses, 
especially in regard to the boiling of offal and the exclusion 
of dogs. Public propaganda should be promulgated as 
much as possible. On registration of dogs full information 
should be given as to the importance and prevalence of 
the disease and the mode of infection. The importance 


From the Section of Pathology and Bacteriology. 

That it be recommended to the governing bodies of those 
Universities of Australia which have medical schools, that 
chairs of bacteriology to include immunology would further 
medical research, medical education and the public health. 


From the Section of Naval and Military Medicine 
and Surgery. 

1. That the medical tactical exercise (staff ride) be 
continued in subsequent sessions of the Australasian Medi- 
cal Congress (British Medical Association). 
2. That at future sessions of the Australasian Medical 
Congress (British Medical Association) the papers pre- 
sented at the Section of Naval and Military Medicine and 
Surgery should be diminished in number in order to 
permit members to attend the meetings of the other 
sections. 

3. That Lieutenant-General Sir H. J. C. Goodwin be con- 
gratulated on his elevation to the rank of Governor of 


Queensland. 


From the Section of Ophthalmology. 
That this meeting is of opinion that since a medical and 
special training is required: 

(i.) It is not in the public interest to register and 
recognize sighttesting or consulting opticians 
as such; 

(ii.) There is no objection to registration of dis- 
pensing opticians and the medical profession 
would cooperate with the opticians to promote 
scientific training and registration of such. 


From the Section of Neurology. 


1. That the Section of Neurology and Psychiatry of the 
Australasian Medical Congress (British Medical Asso- 
ciation) recommends Congress to approve of the formation 
of separate Australian and New Zealand councils for 
mental hygiene on lines similar to the British Council for 
Mental Hygiene, having the following objects: 

(i.) To work for the conservation of mental hygiene; 
to promote the study of and to obtain and dis- 
seminate reliable data concerning the causation 
and prevention of mental disorders, defects and 
disturbances, 

(ii.) To encourage, correlate and organize means of 
communication between societies, associations 
and other bodies interested in or concerned with 
mental hygiene, 

(iii.) To cooperate with societies, associations or other 
bodies interested in or concerned with mental 
hygiene and to promote an international league 
of national councils for combined action and 
interchange of knowledge concerning mental 
hygiene, 

(iv.) To further the establishment of special clinics 
for the early treatment of mental disorders and 
generally to work towards effecting improvements 
in the conditions of treatment of mental dis- 
orders and defects in whatsoever way the 
Association shall determine. 

2. That the President of the Congress be asked to 
nominate an organizing committee for Australia and an 
organizing committee for New Zealand which will have 
power to draft constitutions for the respective mental 
hygiene councils, and to take the necessary steps to have 
the councils duly established. 

3. That the diagnosis, educational and other treatment 
of mental defectives and the activities in this regard of 
non-medical psychologists and of teachers should be under 
medical psychiatric control. 


From the Section of Preventive Medicine. 


1. The Committee set up by the Section of Preventive 
Medicine to consider the work and training of the public 
health nurse have met and suggest that Congress pass 
resolutions to the effect: 

(i.) That a fully qualified and properly trained nurse 
is an important link in the public health machine, 
(ii.) That the public health nurse in addition to her 
ordinary nursing and midwifery qualifications 
should be the possessor of a certificate for post- 


of vermifuges should be made clear especially to those 
of the farming community. 


graduate study in public health nursing, 
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(iii.) That from the point of view of status and train- 


ing it is desirable that this course of instruction 
should be given at the University medical school. 

(iv.) That for these reasons this Committee recom- 
mends the respective Governments of Aus- 
tralia and New Zealand to inaugurate such 
schemes for the training of public health nurses. 

2. The Committee set up by Congress to advise as to any 
recommendations to legislature with regard to the pre- 
vention of goftre have met and their considered opinion is 
that Congress should pass the following resolutions to the 
following effect: 

(i.) That a recommendation to the Government of 
New Zealand that on account of the undisputable 
evidence as to the undue incidence of goitre in 
New Zealand as a whole and more particularly 
in certain areas, active propaganda should be 
undertaken by the Department of Health, in 
cooperation with the medical profession, with a 
view to increasing the use of all purposes of 
iodized salt standardized according to Regula- 
tion 51:4 of the Regulations of the Sale of Food 
and Drugs Act. 

(ii.) That the attention of the medical profession be 
drawn to the unmistakable increase in toxic 
goitre in New Zealand, as shown both by returns 
of death and admissions to hospital and that 
emphasis be laid on the need for conservation in 
the therapeutic use of iodine for the treatment of 
simple goitre in adults. 

(iii.) That owing to the grave dangers attending the 
use of large quantities of iodine in goitrous 
districts, it is a recommendation to the Govern- 

. ment of New Zealand that the sale of so-called 
goitre remedies should be illegal, save by chemists 
on the prescription of a doctor. 

Dr. L. E. Barnett asked the members present to make 
comments in order that when the Executive Committee, 
the Federal Committee and the several bodies to which 
these resolutions might be sent, considered the matters, 
the opinions expressed at that meeting might also be 
taken into account. There was no response to Dr. Barnett’s 
invitation. 

Proressor W. P. GowLanp asked the meeting to consider 
the question of the title of the Congress. The Dunedin 
Chamber of Commerce had for many years adopted the 
view that the term Australasian was objectionable and 
should be replaced by the terms New Zealand and Aus- 
tralia. As a result of their activities many New Zealand 
institutions had adopted the alteration. In particular 
the Australasian section of the London Chamber of Com- 
merce had altered its title to the section for Australia and 
New Zealand. It was argued that the identity of New 
Zealand is almost entirely lost in the term Australasia. 
The Chamber of Commerce suggested that Congress should 
consider the advisability of altering its name. In con- 
clusion the writer of the letter offered the congratulations 
of the Chamber of Commerce on the occasion of the meet- 
ing of Congress in the city of Dunedin. 

Dr. L. E. Bagnetr expressed the opinion that from a 
commercial point of view there was excellent reason to 
keep New Zealand and Australia separate in fact and in 
terminology. The use of the term Australasia in com- 
merce had had the effect of leaving New Zealand out 
in the cold. It was a different matter, however, in regard 
to a scientific body. Science knew no nations and no 
boundaries; they as scientists aimed at the closest pos- 
sible cooperation. There was a very friendly feeling exist- 
ing throughout the Commonwealth and the Dominion and 
for this reason he did not think it wise to make auy 
change. He asked those present to express their opinions 
in order that the Executive Committee might have 
guidance. 

Proressor A. M. DRENNAN recalled the original name 
of the Medical Congress, the Intercolonial Medical 


Congress, and asked whether there was any valid reason 
why recourse should not again be had to this name. 

Dr. A. JEFFERIS TURNER stated that this was a matter 
for the New Zealand members, it did not concern the Aus- 
tralian members; he thought that it might be left to the . 
Executive Committee to consider and to take any action 
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Dr. J. NEWMAN Morris reminded the members that the 
constitution of the Congress was in the hands of the 
Federal Committee and moved that this matter should be 
= to the Federal Committee for consideration and 
action. 

Dr. F. R. Ritey hoped that others would express their 
epinion as to the desirability or otherwise of retaining the 
present name of Congress. He would not like to see it 
altered. 

Dr. W. B. Mercer seconded Dr. Newman Morris’s motion. 

Dr. F. S. BarcHetor held that it would be better to alter 
the name from Australasian to something else. He found 
that Australian and New Zealand would render the title 
too long and clumsy. 

Dr. J. A. Porrincer considered it would be unwise to 
refer the matter to an Australian committee. New Zea- 
landers were the only aggrieved parties. He did not think 
that the old title Intercolonial could be resurrected, it 
was as dead as mutton and no longer had any significance, 

Proressor A. M. DRENNAN moved as an amendment that 
the matter be referred to the Executive Committee of 
Congress. If the Executive Committee decided to recom- 
mend an alteration in the name of Congress, the matter 
could be referred to the Federal Committee. 


Dr. D. W. CarmMatt Jones, in seconding the amendment, 
said that the opinions expressed at that meeting should 
not be regarded as of sufficient importance to be a guide 
to the Executive Committee because the meeting was not 
large enough. 

Dr. NEWMAN Morzis stated that he was prepared to with- 
draw his motion, but Dr. Mercer disagreed. 

Dr. R. H. Topp pointed out that the difficulty of the 
meeting was merely a matter of procedure. The Federal 
Committee acted on behalf of the Branches of the British 
Medical Association and when any matter concerned one 
Branch, the Committee would certainly refer it to that 
Branch. He thought that this question was one for the 
New Zealand Branch of the British Medical Association to 
decide. The New Zealand Branch could handle it properly 
and in a perfectly constitutional manner. He recognized, 
however, that the Executive Committee actually represented 
the New Zealand Branch ‘and it would therefore have the 
same effect if the matter were referred to the Executive 
Committee of Congress as if it were referred to the 
Council of the Branch. 

The amendment was put to the meeting and carried and 
was also carried as a substantive motion. 


The Finances of Congress. 


Dr. L. E. Barnett called upon Dr. Carmalt Jones to lay 
before the meeting some proposals that he had to make in 
regard to the financial arrangements for sessions of 
Congress. 


Dr. D. W. CarMatt Jones said that the finance of the 
present Congress had been a matter of grave anxiety to 
those concerned. Very moderate estimates had been made, 
the lowest which could possibly be held to cover expenses, 
but it had been only within the last few weeks that these 
estimates had been reached. Had they not been reached, 
it would have been necessary to resort to special appeals, 
levies and the like, which were unpleasant for all parties. 
It appeared that this could be obviated by a very simple 
and unburdensome procedure. 


The State or Dominion which accepted the responsibility 
for the next or for any future Congress, would do s0 
only on one sondition, namely, that all members of the 
British Medical Association in the State should become 
members of Congress. This would have to be agreed to 
by a majority of a meeting of properly instructed delegates 
called for the purpose. Thus the Branch of the British 
Medical Association of the State, not a number of inde- 
pendent members thereof, would undertake the Congress. 
If a majority vote in this direction was not obtained, the 
Congress would not be held by that State. 

When a State agreed in this way to hold the Congress, a 
sum of three ;;suineas would be charged to all members of 
the Branch. This would be distributed over three years, 
by the addition of one guinea per annum to the annual 
subscription for that period. 

Two guineas would cover membership of the Congress 


that was thought necessary. 


and would go to the ordinary Congress fund; this would 
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secure adequate funds for the Congress and would permit 
the Executive Committee to make arrangements in accord- 
ance with a settled budget. One guinea would go to an 
entertainment fund; the establishment of such a fund 
would be at the discretion. of the Branch. 

If this arrangement were adopted, the value of the 
Congress could be enhanced in the following direction. 
Considerably more money would be paid in than would 
be required for the needs of the actual meetings and a 
sum would be available to provide the finance for research 
into subjects of interest to future sessions of Congress. 

A plan might be adopted to distribute the four days of 
session broadly: One day to be given to a subject of 
special interest to the State holding the Congress, one 
day to be given to a subject of special interest to Aus- 
tralia, one day to a subject of general interest, one day to 
the presentation of independent new work. The available 
money could be expended in research on any subject 
which might be selected out of these alternatives. In this 
connexion it would be advantageous to select the State 
to hold the Congress six years in advance. If this had 
been agreed upon, the place of meeting for 1930 would 
have been selected at Melbourne at the end of 1923 and 
that for 1933 would be selected at the Dunedin meeting. 
The reason for this was that the period of three years was 
insufficient for the selection and completion of any im- 
portant piece of research. 

A concrete instance of what was suggested, was that 
if this scheme had been started at the Melbourne Congress, 
the venue for 1930 would have been selected in 1923, they 
might suppose in some imaginary North Australian State, 
North Australia would have been “warned” for a Congress 
in 1930. During the first three years, under fairly con- 
stant pressure from the Federal Council, North Australia 
would have considered its problems and decided that 
malaria was its chief menace. It would have decided that 
the entomology, protozoology and drainage required in- 
vestigation and it would have made arrangements with 
experts to undertake the work. It would produce 
concrete proposals at that session of Congress, at which 
the available money would be voted to it and a report on 
the work done would have to be presented at the next 
meeting. 

There were, of course, many alternatives to this disposal 
of the money according to the amount available; it might 
be decided to import experts to address the next Congress 
or to elect scholars for research locally or abroad and so 
forth. 

There were about eleven hundred members of the Vic- 
torian Branch; universal membership would have brought 
in about £2,250. The Congress cost about £2,000 and there 
would have been available all the subscriptions of mem- 
bers from other States; probably at least £1,000 would 
have been available for research. 


There were two quite separate proposals contained in 
these suggestions: (i.) That the finance of future sessions 
of Congress be assured by the acceptance of membership 
by all members of the British Medical Association of the 
Branch concerned; (ii.) that the surplus funds be devoted 
to research on some subject which the State concerned 
would have three years to select and three years to 


execute. 
The Visitors. 


In response to an invitation from the President, Dr. 
Cooper PattTin said that he was greatly indebted to Dr. 
Barnett for having given him the opportunity of addressing 
the meeting on behaif of the visitors. This privilege had 
come to him hecause he had travelled the iongest distance 
to attend the Congress. He referred to the magnificent 
hospitality which had been extended to them by their 
Dunedin colleagues. It had been a delightful experience. 
Some years ago Dr. Dawson Hill had told him that if he 
did not live in England, he would prefer to live in New 
Zealand and Dr. Cooper Pattin agreed with Dr. Dawson 
Hill. Although he was a bachelor, he did not hesitate to 
extend his expressions of thanks to the ladies who had 
entertained the lady visitors in a most charming and lavish 
manner. He wished to congratulate the members of the 


Executive Committee on the very efficient manner in which — 


they had conducted and arranged the meetings. He spoke 
enthusiastically of the urbanity and charm of the Presi- 
dent and of the extraordinary ability of the Honorary 
General Secretary. When he returned to England he 
would suggest to the British Medical Association that 
they should create the position of a permanent peripatetic 
delegate to congresses and that they should appoint him 
to that position. 

Dr. L. E. Barnett thanked Dr. Cooper Pattin for his 
kind expressions and for his appreciation. When he wrote 
to Dr. Alfred Cox, the Medical Secretary of the British 
Medical Association, he would not forget to inform him 
that the Australasian members of the Congress appreciated 
the quality of the representative who had been sent out to 
them. Dr. Barnett said that there were many votes of 
thanks that would have to be considered by the Executive 
Committee. He would not attempt to enumerate the 
individuals to whom they were so much indebted. He 
thought that the members would like to know that the list 
would be carefully prepared and an appreciative letter 
would be addressed to each one. 

Very warm tributes were extended to Professor Gowland, 
Professor Drennan and Dr. Carmalt Jones. It was 
announced that the appreciation of the New Zéealand mem- 
bers would take a tangible shape and that a souvenir 
would be presented to each of them in recognition of their 
magnificent services. 


Che Museum. 


THe Museum with the exception of the Public 
Health Section was housed in the Dissecting Room 
of the New Medical School and the admirable setting 
provided by this room allowed specimens to be dis- 
played to the best advantage. The accompanying 
photographs give an excellent general impression of 
the main features. 

The Committee realized that owing to difficulties 
of transport it would have to depend largely on 
New Zealand effort. However, Dr. A. N. McArthur, 
of Melbourne, brought a personal contribution of 
gynecological interest, Professor J. Burton Cleland, 
of Adelaide, demonstrated a simple and cheap — 
method of mounting specimens and Dr. C. H. 
Kellaway, of Melbourne, brought an exhibit of speci- 
mens illustrating the experimental investigation of 
streptococcal infections and showed a number of 
sections of multiple chordomata. Messrs. Hamblin 
and Company, of London, exhibited a valuable col- 
lection of ophthalmic drawings by Head and the 
British Medical Association sent out an exhibit of 
their various publications. 

In addition to the standing display there were 
also demonstrations in connexion with the Section 
of Gynecology and the Section of Neurology by Dr. 
H. H. Schlink and Dr. Oliver Latham respectively 
and one by Professor J. D. Malcolm, on vitamin 
deficiency in rats. To all the above and to the 
pathologists and members of the staffs of the 
Christchurch and Wellington Hospitals whose 
cooperation was invaluable, the Museum Committee 
takes this opportunity of expressing grateful thanks. 

The Christchurch Hospital, through Dr. Pearson, 
the Pathologist, contributed an extensive collection 
of beautifully mounted specimens covering a wide 
field of medical and surgical pathology. Special 
mention should be made of a large series of supra- 
renals from patients with Addison’s disease and of 


numerous examples of renal and cerebral tumours. 
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Dr. P. Clennell Fenwick contributed from the 
Radiology Department of the Christchurch Hospital 
a large exhibit of casts and photographs illustrating 
the therapeutic effects of radium and X rays on 
malignant and other conditions of the skin. 


The Wellington Hospital, through Dr. Lynch, the 
Pathologist, sent an exhibit of general interest, 
including a group of injuries and diseases of the 
spleen and a reeurrent myeloid sarcoma of the 
humerus with pulmonary metastasis occurring in a 
patient with osteitis fibrosa. 

A. Me 
Arthur, of Mel- 


burns, syphilitic and traumatic losses involving the 
face and jaws. Several of the casts showed the 
improvement produced by cartilage grafting in 
patients with fractured and depressed noses. 


On the reverse side of the stand were displayed 
and illuminated about five hundred lantern trans- 
parencies further illustrating a large number of 
similar cases including muscle grafting methods 
for facial paralysis, restoration of the lips after 
excision, arthroplasty of the temporo-mandibular 
joint and numerous harelip operations done by the 

“triangular flap 
method.” new 


bourne, exhibited a 
group of specimens 
illustrating the 


operation by “stirrup 
flap” for severe 
ectropion was shown, 
as also were cases of 


operative treatment 
of uterine hemor- 


rhage and_ kindly 
presented it to the 
Otago Medical 
School at the close 
of the Congress. 
Messrs. Hamblin 
and Company, of 
London, loaned to 
the Congress a col- 
lection of the beauti- 
ful ophthalmic draw- 
ings by Head and 
arranged by Mr. 
Rayner Batten, illus- 
trating external con- 


ectropion of the 
lower lip following 
burns in women and 
treated by tube 
grafts from the outer 


surface of the breast, 
thus avoiding any 
additional visible 
sear. A_ probably 
unique specimen here 
was a complete lower 
jaw, from condyle to 
condyle, removed 
from an old man suf- 
fering from “phossy 
jaw.” The photo- 
graphs showed the 


ditions of the eye 
and the rare fundus 
diseases. These , 
drawings which were 
among those ex- 
hibited by Messrs. 
Hamblin and Com- 
pany in London, ex- 
cited general admira- 
tion and were a most 
attractive feature of 
the Museum. 

Dr. A. J. Hall, of 
Dunedin, showed a 
group of specimens 
illustrating various 
eye conditions in- 
cluding a series of 
stereophotos and 
microscope slides 
prepared by John Marshall, Pathologist, Glasgow 
Eye Infirmary, illustrating the pathology of 
penetrating wounds of the eye ball. 


The Facial and Jaw Department of the Dunedin 
Hospital, of which Dr. H. P. Pickerill is the Surgeon 
in Charge, displayed a considerable number of wax 
casts (140) of facial cases illustrating the various 
methods of plastic restoration involved in the treat- 
ment of gun-shot wounds with loss of portions of 
the face and of such lesions encountered in civilian 
practice as malignant and innocent neoplasms, 


patient several years 
afterwards to be ap- 
parently in excellent 
health and with a 
normal shaped jaw. 

It is safe to say 
that Dr. Pickerill’s 
exhibit was one of 
which any Museum 
might be proud and 
the wax casts, the 
work of Mr. . H. Kel- 
sey, evoked universal 
admiration. 

The Department 
of Anatomy, Otago 
University, exhibited 
a number of dissec- 
tions and_ casts 


including: 

1. A dissection of the lymphatic chain by Dr. 
Morris Axford, of great interest from the point of 
view of cervical and lumbar ramisection. 


2. Various casts (the work of Mr. Kelsey) illus- 
trating developmental and other points and 
dissections exemplifying surgical anatomy, such as 
the relation of the internal carotid to the tonsil and 
structures in relation to the parotid gland. 

: 3. A large series of casts of dissections of the 
rain. 
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4, Casts of bone specimens in the Mouat case, 
illustrating medico-legal points concerning identi- 
fication by bones of unique interest in certain 
directions. 

The Department of Pathology, Otago University, 
exhibited a large number of specimens of general 
interest including a series of diverticula of the 
alimentary tract and various lesions of the brain 
and spinal cord. Mention should be made of 
Professor Drennan’s specimens and photographs 
illustrating the pathology of goitre and also of his 
collection of brains displaying aneurysm of the 
smaller cerebral vessels. 


The various exhibits from a case of generalized 
osteitis fibrosa associated with a_ hyperplastic 
nodule of probable parathyreoidal nature and a 
myeloid sarcoma of the patella with metastasis 
in a popliteal gland were of special interest in view 
of the discussion on osteitis fibrosa and allied 
diseases. 

The historical exhibit consists of the Proceedings 
and photographs of 
the Congress held in 
Dunedin in 1896. 


THE PREVENTIVE 
MEDICINE MUSEUM. 


CONSIDERABLE in- 
terest was displayed 
in the exhibits in the 
Preventive Medicine 
Museum. The more 
interesting of the ex- 
hibits were: 

1. Hydatid ex- 
hibit—An effort was 
made to demonstrate 
the life history of the 
Tenia echinococcus 
and the methods of 
conveyance to man. 
Numerous pathological specimens were displayed 


body. In connexion with the life history in the dog | 
several photomicrographs were exhibited showing: — 


(a) adult tenia in situ in the intestine of the dog, 
(b) enlarged view of head of the tenia with hook- 
lets, (c) enlarged view of terminal segment showing 
ova, (d) enlarged view displaying onchosphere in 
its capsule obtained from feces. Other photomicro- 
graphs revealed the scolex with its hooklets. There 
was exhibited in natural size the adult worm as 
recovered from the bowel of the dog and in this 
connexion photomicrographs were shown indicating 
the similarity between the ova of T'wnia echinococcus 
and those of Tenia serrata of the dog. The patho- 
logical specimens were representative of the various 
regions of the body. Dr. L. E. Barnett exhibited 
drawings and photographs of clinical cases. 
Throughout the whole exhibit, special emphasis 


was laid upon the necessity and possibility of 
prevention of infection of dogs. 


2. A relief map depicting the incidence of goitre 
in New Zealand, with special reference to the iodine 
content of the soil. In this connexion a geological 
key was provided, indicating the geological forma- 
tions favouring a lack of iodine. This exhibit was 
a source of continued interest. 

3. Vital statistics—A series of graphs was 
exhibited showing the favourable position occupied 
by the Dominion of New Zealand as regards death 
rate, expectation of life and birth, infant mortality 
rate, tuberculosis death rate and so forth. Other 
histograms revealed interesting points in the epi- 
demiology of acute anterior poliomyelitis in New 
Zealand and the 1918 influenza epidemic in New 
Zealand. 

4. One of the most interesting features of this 
museum was that in which two excellent models 
were displayed, showing modern methods of rural 
sanitation as applied to country homes and the 
sanitary method of disposal of nightsoil for a small 
inland community where water carriage was not 
available. 

5. A further ex- 
hibit consisted of a 
series of diagrams 
and plans illustrat- 
ing the town-plan- 
ning scheme as at 
present being carried 
out at Lower Hutt, 
Wellington. 

6. There was an 
exhibit consisting of 
a series of photo- 
graphs illustrating a 
health camp for 
school children as 
carried out by Dr. 
Elizabeth Gunn. 

7. An exhibit of 
great interest was a 
demonstration of the 
process involved in 
the preparation of pollen, epithelial and food 


showing the effects of the parasite in the human extracts for diagnosis and treatment of hay fever 


and asthma by specific protein therapy. 

8. There was also placed on exhibition a series 
of monographs as presented by the fourth year 
medical students on subjects of preventive health 
and medical interest. 

9. There was a series of plaster models and 
diagrams illustrating the various preventible 
developmental and postural defects of the body. 

10. The detinning effects of the acid juices of the 
contents of food in tins was illustrated by means 
of an excellent exhibit. This was presented by Dr. 
Telford, of Christchurch. 


Che Crave Exhibition. 


THE TRADE EXHIBITION was placed in a series of rooms 
situated close to the entrance of the Medical School. The 
exhibiting firms had an excellent opportunity of displaying 
their wares to good advantage. The following is a short 
description of the exhibits. 
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Surgical and Dental Instruments and X Ray Apparatus. 


Martin and Company, of Sydney and Melbourne, surgical 
instrument manufacturers and importers, placed on view an 
extensive assortment of appliances and instruments. 
Included were the latest ear, nose and throat and genito- 
urinary specialties, abdominal retractors, manufactured by 
Martin and Company, with adjustable sliding bars. 

The Dental and Medical Supply Company, Limited, of 
Auckland, Wellington, Christchurch and Dunedin, agents 
in New Zealand for Down Brothers, exhibited a special 
consignment of this English firm’s surgical instruments. 
An extensive range of sterilizers, anesthetic apparatus, 
including various patterns of Mackesson’s designs and 
“true-colour” optics for electrically lighted diagnostic 
instruments were also displayed. Merson’s surgical catgut 
preparations were specially demonstrated by Mr. G. F. 
Messon, F.C.S., F.R.S.E., the managing director of the 
well-known Edinburgh firm. 

The New Zealand Drug Company, Limited, (Kempthorne, 
Prosser and Company) had on view a large assortment of 
surgical instruments, hospital furniture, sterilizers and 
general equipment. There were also microscopes and acces- 
sories, biochemical apparatus and other objects of interest 
to the medical profession. The surgical instruments were 
by Allen and Hanburys, Limited, instrument makers to 
His Majesty’s Navy and Army. 

The Stanford X-Ray and Radium Company, of Melbourne 
and Sydney, placed on view a variety of “Acme” X ray 
diagnostic and therapeutic equipment. Other electro- 
medical apparatus was shown, such as the Liebel-Flarsheim 
electric scalpel, diathermy medical and surgical appliances, 
steel X ray filing cabinets, developing tanks and so forth. 

W. Watson and Sons, Limited, of Melbourne, Sydney and 
Wellington, the Australasian representatives of the Victor 
X-Ray Corporation, in addition to a display of-X ray 
physio-therapeutic and electrical apparatus, gave repeated 
working demonstrations of the recently installed plant at 
the Dunedin Hospital for X ray diagnosis, deep X ray 
therapy, diathermy and ultra-violet medication. Mr. E. 
Jerman, M.I.E.E., the director of the education department 
of the Victor X-Ray Corporation, was present and delivered 
addresses on modern X ray technique. 

Kodak (Australasia) Proprietary, Limited, had an exhibi- 
tion of photographic and kinematographic apparatus, 
Eastman’s “Duplitized X-Ray” films and X ray developing 
tanks. In some of the sections this firm controlled the 
kinematographic displays. 

The Amalgamated Dental Company, Limited, formerly 
De Trey and Company and Claudius Ash, Sons and Com- 
pany, Limited, exhibited a full range of the well-known 

“Solila” surgical needles (Firth-Brearley. stainless steel), 
Castle and Pelton’s hospital sterilizers and numerous dental 
sundries. This firm also displayed Caulk’s ‘“Mercurex” 
cream and soaps, “Sotol’’ mouth wash tablets and other 
proprietary lines. 


Dressings and Corsets. 


Potter and Birks (New Zealand), Limited, prepared an 
exhibit of the products of Johnson and Johnson, Limited, 
of Stroud, England, manufacturers of the “Red Chain” 
brand of cotton wool, bandages, adhesive plasters, ligatures 
and sutures and other surgical dressings. 

Miss Pearl Anderson, of H.B. Buildings, Dunedin, showed 
a variety of hernia and kidney belts, maternity corsets, 
corsets for enteroptosis and for post-operative support. 

Miss F. Back, of Melbourne, exhibited samples of surgical 
belts, nickel-plated wire-woven trusses, various appliances 
for incontinence, colostomy~plugs, chin supports and other 
appliances designed by the exhibitor. 


Microscopes. 


Russells, of Dunedin, formerly of London, placed on view 
on behalf of Ogilvy and Company, some microscope illumin- 


ating apparatus and also showed some microscopes, 
microtomes and other apparatus from the firm of E. Leitz, 
Wetzlar. 


Books. 


Messrs. Whitcombe and Tombs, medical and general 
booksellers and publishers, displayed a comprehensive 
series of English, American and Continental publications 
in medicine and the allied sciences. There were also many 
examples of this firm’s own scientific publications of special 
New Zealand interest, including works on Maori ethnology. 
Over one thousand books were contained in the exhibit. 


Mr. James Little, bookseller, of Melbourne, exhibited a 
collection of the latest productions of the American publish- 
ing house, W. B. Saunders Company, for which he is agent. 
Among the books-on view were Moynihan’s “Abdominal 
Operations” and Young’s “Urology.” 


Drugs and Foods. 


The New Zealand Drug Company, Limited (Kempthorne, 
Prosser and Company), displayed an exhibit which included 
samples of pills, tablets, medicated confectionery, oint- 
ments and tinctures of its own manufacture. “Bismogenol,” 
“Nitroscleran” and “Ekzebrol,”’ prepared by E. Tosse and 
Cqmpany, were also shown. 


Mr. George Williams, Sydney, representative of the 
Denver Chemical Manufacturing Company and of the 
Bristol Myers Company, was responsible for an exhibit of 
“Antiphlogistine,”’ the well-known substitute for poultices, 
and “Sal Hepatica,” both standard preparations of estab- — 
lished reputation. Another Bristol Myers product in this 
stand was “Iparia” tooth paste. 


The exhibit of the Deshell Laboratories, Incorporated, 
was an artistic one. The colour scheme of a dark blue 
ground with light blue and gold banners enabled the 
exhibitor to incorporate in the background posters enumer- 
ating the salient points of “Petrolagar.” This preparation 
is an emulsion of mineral oil of optimum purity and 
viscosity with agar-agar. The manufacturers claim that 
“Petrolagar” constitutes the ideal mechanical preparation 
for the treatment of chronic constipation. The exhibit was 
in charge of Mr. J. M. Hill, general manager of the firm for 
Australia, assisted by Mr. S. H. Martin, representative for 
New Zealand. 


The R. Ewing Agency, of Dunedin, exhibited Mosso’s 
“Oil of Salt,” an antiseptic and analgesic application for 
first aid purposes in wounds and bruises. : 


Joseph Nathan and Company, Wellington, proprietors of 
“Glaxo,” gave an elaborate display of the process of manu- 
facture and of the finished product “Ostelin,” a high con- 
centration of vitamin D extracted from cod liver oil. 
“Ostelin” is an ingredient of “Glaxo-ovo,” a food-drink 
preparation which was also exhibited. 


The Sanitarium Health Food Company displayed many 
of the products of its own manufacture, such as “San- 
bran,” “Granose,” “Granola,” “Gluten Meal,” “Marmite,” 
“Frucerla Essence.” Literature dealing with vegetarian 
foods formed part of the display. Samples were distributed 
to members of Congress visiting the stand. 


Typewriters. 


The ow Zealand Typewriters and Supplies Company, 
of Dunedin, had an interesting exhibition of all makes of 
portable and standard typewriters, office equipment, medical 
filing cabinets and the like. The room was in charge of 
Mr. A. E. Macdougall. This company rendered generous 
gratuitous assistance in connexion with the preparation of 
the notices displayed on the Congress notice board. The 
typewriters used in the Congress offices were lent without 
charge by the firm. 


Australasian Medival Congress 
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The 
‘TONICS 


_ Elegant Pharmaceutical Pro- 


ducts based .on sound 


formule, that may be 
relied their 
efficacy, good keeping 
qualities and palatability. 


upon for 


~ The basis used for all these 


products is “Bynin” Liquid 
Malt, which on account of 


its intrinsic nutritive and 


digestive powers, is superior 


to syrup for the purpose. 


“BYNIN” AMARA is a powerful tonic, 
heematinic and digestive, of special value in 
neurasthenia and allied conditions. To a great 
extent it is replacing Easton’s Syrup. 


“BYNO” HYPOPHOSPHITES is a 
restorative and tonic of special value in faulty 
nutrition and in convalescence. It increases 
the appetite and aids assimilation. 


“BYNO” HAEMOGLOBIN is a unique 
preparation containing 15 per cent. of freshly- 
prepared Hemoglobin. It is the pre-eminent 
blood tonic, and has proved to be most 
valuable in the various anzmias and in the 
convalescence. 


“BYNO” PHOSPHATES is an improved 
chemical food, particularly valuable for 
children. The taste of the iron and other salts 
is effectively disguised. “Byno’ Phosphates 
has no constipating effect. 


“BYNO” GLYCEROPHOSPHATES is 
‘a concentrated tonic food of great value in 
general debility, emaciation and nervous 
dyspepsia. It is an improved product, con- 
taining the Glycerophosphates of Iron, Potas- 
sium, Calcium, Sodium and Magnesium in a 
stable solution. 


“BYNO” LECITHIN is a valuable product 
containing in addition to Lecithin suitable 
proportions of the alkaloids of cinchona and 
nux vomica. It has proved to be a tonic and 
restorative of special value in cases of nervous 
debility and functional weakness generally. 


Supplies of these products are obtainable at most Pharmacies. 


A Booklet giving full particulars of the “‘Byno” tonics will gladly be sent to any 
Medical Practitioner on request. 


ALLEN HANBURYS 12? 


13, Market Street, Sydney. 
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Amytal 


A New and Better Hypnotic 


DEVELOPED IN THE LILLY RESEARCH LABORATORIES 


Advantages Indications 
Small dosage | Insomnia 
Rapidity of action Preoperative anxiety 
No undesirable after effects. Nervousness 
Produces natural sleep Hyperthyroidism 
Patient awakens rested Menopausal symptoms 

Amytal is supplied in one and one-half grain tablets in bottles of 40 


Insulin, Lilly 
UNIFORM PURE STABLE 
The First Insulin Commercially Available 


For over four years we have been making Insulin on a come 
mercial scale. As a result of continuous research and experience in 
manufacturing large lots, we are offering an Insulin that is pure, 
stable and constant in unitage within very narrow limits. 

Insulin, Lilly, may be relied upon to give uniformly satisfactory 
results. Supplied through the drug trade. 


ELI LILLY AND COMPANY 


INDIANAPOLIS, U.S.A. 


Distributers 


CHAS. MARKELL & COMPANY 
SYDNEY, N.S. W. 
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